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The present review of 161 breech cases amongst 
6850 deliveries at Sheth G. R. Bhagat and Dr. 
Chamanlal Mehta’s Hospital gives an average inci- 
dence of about 2.4%, which compares favourably 
with the statistics of different authors and writers 
such as De Lee!, Jellet?, Betel Solomon*, Munro 
Kerr*, Rulison®, Goethals*, Westmann’, Pierson®, 
Studiford®, Darnely’®, Taussig'', Aleck Bourne’, 
Danforth and Galloway'*, Macafee and McClure". 
Their incidence of breech was from 2:5 to 3-7%. 
The incidence of booked and emergency cases varied 
from 1% to 6%. Wadia Hospital report’® (1936) 
showed it to be 2:7% both for the booked and emer- 
gency cases taken together. Sir Kedarnath Das'® 
placed it at 3-3%. 


The incidence of maternal mortality has no direct 
bearing on that of the presentation itself as it varies 
considerably with different obstetricians. There were 
two maternal deaths in our series, an incidence of 
125%. Wadia Hospitals’ last report recorded a 
mortality of 0-78%. St. Mary’s'? (1935) was 1:6%. 
Gordon Garlick and Oginz'* placed it at 0-6% while 
Munro Kerr mentioned it as 2 to 83% in emergency 


cases. Westmann showed it to be 0-27%. 


The maternal morbidity rate in our series in- 
clusive of all complications was 23-6% (gross morbi- 
dity). Morton'® stated it as 15-43%. Macafee and 
McClure recorded it as 59% while Cannell 
Dodek”® placed it at 7:1%. 


in the last two reports as to whether it was a gross 


and 
There was no mention 


or corrected morbidity due to breech only. 


The high contrast in the incidence of breech to 
vertex presentation reverses itself when foetal mortali- 
ty is concerned. 
different 
working up the foetal mortality in breech cases have 
placed it from 61% to as high as 498:6%. Writers 
like Ryder*!, Pierson, King and Gladder®?, Gibberd?*, 
Studdiford, Morton, Donovan*4, Kennell and Dodek, 
Gordon, Garlick and Oginz, Barney, Goethals 
Macafee and McClure, Bourne and St. Mary’s re- 
ports gave it from 61% to 26% in uncomplicated 
cases and from 8% to 486% in complicated cases. 
Wadia Hospital showed a gross mortality of 47:3% 
and a corrected mortality of 20-45%. The feetal 
mortality in primipare varied from 6:4% (Mohler) to 
57% (Gibberd) and 5:2% (Westmann) to 49% 
(Gibberd) in multipare. The gross mortality in our 


The various writers with systems of 
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series was 43% and a corrected mortality of 10-08% 
where the presentation could be held directly 
responsible. 

The total number of multipare were 123 and the 
remaining 38 were primipare. Of 123 multi 24 were 
emergency, while 99 were booked cases. Of 38 primi 
only 4 were emergency cases. There was a high 
contrast with our proportion of multipare to primi- 
pare when compared with those of different writers. 
Morton’s statistics revealed a higher incidence of 
breech in primi; of 256, 160 were primi while 126 
were multi. In Barney’s review of 550 cases 332 were 
primi. In the review of other authors the proportion 
of multi to primi varied as 2 to 1. 


The average age of a multipara was 26-1 years and 
of a primi 19-75 years. The youngest multi was 
18 years old and the oldest was 42 years. The 
youngest primi was 16 years old and oldest was 25 
years. The average parity of a multi was 4-52. 


Previous Opstetric History 


In 161 cases excluding primipare, 36 had abnor- 
mal previous obstetric history. 5 cases gave history 
of having previous breech presentations. The abnor- 
mal previous obstetric history included repeated 
abortions, still births, sepsis, operative interference 
or some other hazardous complications of pregnancy. 


MATERNAL MorBIDITY 


123 (764%) had absolutely normal puerperium, 
while the remaining 88 (23-6%) suffered from tempera- 
ture during their lying in period. 28 (17:5%) cases 
had gone septic of whom 15 were primi and 13 were 
multipare. 8 had pyelitis or cystitis, one had puer- 
peral mania and 6 had other complications such as 
malaria, pneumonia, bronchitis and typhoid fever. 
There were 11 cases of severe secondary anemia. 
Anemia played a great part in septic cases by reducing 
the vitality and predisposing them to infection. Inci- 
dence of sepsis in emergency cases was 14:3% while 
it was 205% in booked cases. This high incidence 
of sepsis in booked cases was due to the fact that a 
number of those patients were already suffering from 
intercurrent diseases during pregnancy. The lower 
vitality and unhealthy hygienic condition among this 
class predisposed them to greater dangers from 
infection. 
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Frequent manipulations and the resultant lacers- 
tions of perinium and vagina, lacerations of cervix 
by the after coming head and exhaustion from pro- 
tracted labour were some of the important predisjos- 
ing factors of the maternal morbidity. 


7 out of 11 cases of severe secondary anzmis 
and all the five cases of albuminuria including 2 cas»s 
of postpartum eclampsia went septic. In the remaia- 
ing 16 cases, the presentation itself could be he'd 
responsible for the infection. The necessary manuil 
assistance and manipulations in breech delivery with 
the resulting injury were responsible for 10% morbi- 
dity. The average morbidity rate for all deliverivs 
at Sheth G. R. Bhagat Maternity Hospital was 5-2°,. 

All cases having two rises of 100 degrees temper :- 
ture and over during the ten days of puerperiun 
after the first 24 hours, were taken as morbid. Thee 
was no maternal death among the septic cases. 


MatTernAL MortTA.Lity 


Of the 2 maternal deaths 
and the other an emergency case. 
anemia, postpartum hemorrhage and collapse. 
other died of anemia and heart failure. 


Case 1:—Third para, 22 years old, registered 
a month previous to confinement in a highly anemic 
state, was advised transfusion. She did not turn up 
till she came for the confinement. She was highly 
anemic, greatly oedematous and breathless, confined 
two hours after the admission, started bleeding, uter- 
us not contracting, placenta removed manually, went 
into a condition of collapse, attempts at revival failed 
and died three hours after. 


one was a_ booked 
The first died of 
The 


Case 2:—Twelfth para, 42 years old, admitted 
with bleeding per vagina, membranes ruptured at 
home, carrying about 8 months, highly anemic. On 
examination, central placenta previa was noticed, 
dilatation not mentioned, cervix and vagina plugged. 
Bipolar version performed. Delivered a still born 
foetus nine hours after. She started bleeding, thymo- 
physin given, placenta removed manually. Te 
patient went on sinking in spite of attempts at revival 
and died of heart failure. 


ANTENATAL CARE 


119 women were found to be absolutely well on 
repeated antenatal examinations. In the remaining 
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4: different complications were elicited. The average 
number of antenatal examinations was 4. In 29 
cases angzemia of an appreciable degree was noticed. 

cases had codema feet, ten had albuminuria and 
ypertension while one case got eclampsia. 4 cases 
{ hydramnios and 9 cases of twins were diagnosed 
antenatally. The blood of 7 patients was examined 
for Kahn of whom 4 were negative while of the three 
ositives two delivered macerated foetuses and one a 
till born. 5 patients were x-rayed. Of the five cases 
two were twins, one in a transverse position and the 
other two were of unsuccessful external cephalic 
version. Out of nine cases where external cephalic 
version was unsuccessful, two were x-rayed but no 
light was thrown. All the nine cases delivered normal- 
ly. Gibberd warns here that ‘‘unfavourable attitude of 
limbs can be felt by palpation and determined by 
x-ray.”’ In those nine cases except one, all had 
normal puerperium. Of the babies, 4 lived, 2 died and 
3 were still born. Only in two cases, external cephalic 
version was tried under general anesthesia but failed. 
In 13 cases bimanual version was performed (2 under 
general anesthesia) because of the impending com- 
plications necessitating the deliveries by breech. 6 
were cases of placenta previa, 5 of transverse 
presentation and 2 of twins. Of the 18 cases 5 went 
septic. 

CompLicaTIons oF Lazour 


113 had normal labour while 48 were complicat- 
ed. There were 9 cases of uterine inertia during 
one of the stages of labour. Thymophysin was used 
in 3 cases. Of these 2 had delayed delivery of the 
after coming head and one had uterine inertia in the 
first stage. The membranes had ruptured prema- 
turely. Two babies lived and one died of cerebral 
compression. Westmann in his record of 893 
cases advocates insertion of a bag and injection of 
thymophysin in cases of weak pains and early rupture 
of membranes. Of the 9 cases, 3 went septic and 1 
had B. coli pyelitis. 

Prolapse of cord occurred in four cases, an in- 
cidence of 2.4% with 100% fcetal mortality. 3 were 
still born and one died a few hours after. 

In 6 cases of placenta previa complicating 
labour, there was 100% foetal mortality. Of the 6 
cases one patient died and 3 went septic. 

In one case of intrapartum eclampsia the baby 
died and the patient became septic. 
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There were two cases of extended breech and one 
with the arm in nuchal position. All were multi- 
pare. 

In 13 cases artificial assistance was given in the 
delivery of either the breech or the head. 7 of them 
went septic. 

There was no operative interference in our series 
of cases. 

All the 4 cases of perineal tear and lacerations 
were due to extraction of either the head or breech, 
and needed repair. In 2 cases double episiotomy 
was done. 2 of the 6 had morbid puerperium. 

In 10 cases membranes ruptured prematurely, 
an incidence of 62%. 5 babies lived, one died and 4 
were still born. Of the 10 cases two went septic. In 
9 cases membranes were ruptured artificially due to 
some complications, of them 8 babies were still born 
and only one child lived. In those 9 cases, 3 had 
septic puerperium. 

Of the six cases where placenta was removed 
manually, 2 had adherent placenta. ‘There were two 
maternal deaths and both were unfortunately highly 
And of the remaining 4, 2 went septic. 
inci- 


anemic. 

5 cases had postpartum hemorrhage, an 
dence of 3:1%, one was septic. 

There were 25 cases of footling presentation; 
the remaining were full or frank breech. 

Of the 25 cases, 7 babies lived, 13 were 
born and 3 died. 2 patients became septic. 


stil] 


Fatat Mortatity 


Of the 170 babies, 98 were born mature while 
72 were premature. The incidence of prematurity 
was 42-35%. Westmann series had only 246% as 
premature. The incidence of prematurity for all the 
cases at Sheth G. R. Bhagat Hospital was 8-5%. Of 
the 38 primipare, 10, and of the 123 multi 62 deli- 
vered prematurely. The standard of judging prema- 
turity varied with different clinics. The gestation 
period being not a constantly reliable guide, I have 
taken the babies weighing 44 lbs. and above as 
mature and those below it as The 
average weight of a mature child was 5 lbs 10 ozs. 
while that of a premature was 8 lbs. 6 ozs. 

The incidence of still born and macerated foetuses 
was 35% in primi and 31-55% in multi. The fetal 
deaths in primi was 15% and 92% in multipare. 
The average weight of a dead mature child was 6 lbs. 


premature. 
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2 ozs. and that of a premature 3 lbs. 24 ozs. The 
largest baby discharged living was 8 lbs. at birth, and 
the youngest living was 2} lbs. The youngest live 
born expired was 1} lbs. Of the 170 babies, 97 (57%) 
were living till the day of discharge; 55 (32-4%) were 
still born or macerated while 18 (10-6%) expired. 

In 72 premature babies, 25 lived, 25 were still 
born and 10 were macerated, while 12 died soon 
after birth. Hence the gross foetal mortality amongst 
the prematures was 65:2%, a really very heavy toll 
of life that the foetus has to pay in premature breech 
delivery. The foetal mortality in premature deliveries, 
as stated by Gordon, Garlick and Oginz was 70%, 
while 96% by Danforth and Galloway. At one of 
our Society meetings it was given as 100% by one 
of the members. 


In 4 emergency cases in primipare, foetal mor- 
tality was 100%: 2 were still born, one macerated 
and one died. In 84 booked cases, the mortality 
was 444%. Of 36 babies, 16 were either still born, 
macerated or died soon after birth. 

In 25 emergency cases in multipare, 4 lived, 16 
were still born and 5 died,—a gross mortality of 84%, 
while it was 30% in booked cases. The latest figures 
by Macafee and McClure reveal a fetal mortality 
of 15-71% in booked and 35-52% in emergency 
cases in primi and 29-66% and 54-65% in multipare 
respectively in a series of 349 cases. Wadia Hospi- 
tal’s last report showed a gross fotal mortality of 
36:8% in booked and 51-7% in emergency cases. A 
gross foetal mortality in booked primi was 41-6% and 
50% in emergency cases, while it was 346% and 
522% respectively in multipare. The high in- 
cidence of foetal mortality in our emergency cases was 
due to their being handled outside before admission 
and having complications like placenta previa, trans- 
verse presentation, and prolapse of cord, which in 
themselves increased the risk. 

From the toal foetal mortality of 73 babies, if we 
eliminated 61 babies dead through various complica- 
tions of pregnancy, we infer that the remaining 12 
died of breech presentation, i.e., 10-08%. We elimi- 
nated those 61 babies because those deaths would have 
occurred irrespective of the presentation. In the 
majority of those 61 deaths, the following were thie 
predisposing factors :— 


(1) Extreme immaturity. 
(2) Macerated foetuses. 
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(3) Placenta previa. 

(4) Toxemia. 

(5) Neglected transverse presentation. 

(6) Hydramnios. 

(7) Eclampsia. 

(8) Hydrocephalus. 


Of the 12 deaths, 3 were due to cerebral compre :- 
sion with the resulting intracranial hemorrhag ». 
The other nine deaths were due to asphyxia. 8 wee 
in primi and 4 in multi, a highly added risk to fetis 
in a breech delivery in primipare. The gross ave’- 
age foetal mortality in all cases at Bhagat Hospi 
was 7%. Such an appalling difference in foetal mo-- 
tality and maternal morbidity in breech presentatic: 
would make any one shudder who is interested in tive 
science of obstetrics. In absence of postmorté 
facilities, one could hardly attribute the correct cau.e 
of foetal mortality. 


In Holland’s epoch-making investigations, 
found that 75% of foetal deaths were- due to lacer:- 
tions of falx cerebri and tears of tentorium cerebe'|i 
with resulting intracranial hemorrhage. 


Goethals advocated repeated x-ray pelvimet:; 
and cephalometry in known persistent breech pi 
sentation and reduced the foetal mortality considerab|y 
by performing version when disproportion in t 
diametres was noticed. 


With the idea of reducing fetal mortality a: 
maternal morbidity, many obstetricians of repute 
while putting a stress on the efficient managemen 
of labour, have advocated external cephalic versi 
during pregnancy. Near at home, Dr. Chaman! 
Metha**® suggested in his paper on external versi 
in breech presentation that early externa] versi 
reduced the incidence of prematurity and als 
decreased the foetal mortality. In his series of 
cases where external version was performed, th«r 
was no fetal mortality and all babies went to f 
term. Of the second group of his series, where 
cases were left to nature, but kept under observatic: 
12 delivered prematurely with foetal mortality of 5. 


In the absence of facilities for x-ray pelvime‘'y 
and cephalometry and in the absence of a method ' 
which one can assure himself that a particular ca: 
will have spontaneous version, the best manageme” 
of a breech presentation will be to perform extern! 
cephalic version during pregnancy. 
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This one measure would go a great way in re- 
ducing the morbidity and mortality of the mother 


aid child in breech presentation and solve the 


problem which has worried the obstetricians so far. 


CoNCLUSIONS 


1. A series of 161 breech deliveries is reviewed. 

2. The gross maternal morbidity rate was 23-6%, 
and a corrected morbidity rate was 10%. 

3. Maternal mortality in the series was 1:25%. 

4. The incidence of prematurity of the foetus 
was considerably high. 

5. A gross foetal mortality of 43% and a correct- 
ed foetal mortality of 10-08% is reviewed. 

6. An added risk to the mother and foetus in 
breech primipare is elicited. 
7. Necessity of efficient conduction of labour is 
strongly borne out by the results. 

8. External cephalic version is recommended 
in all breech cases. 

Submitted to the Bombay Obstetric and Gynecological 
Society and won Dr. H. De Sa’s Silver Jubilee Prize for 
1937-38. 


TABLE 1. Maternal Mortality 


Total number 
of Breech 
28 


133 
161 


Number of 
morbid cases. 
6 
32 
38 


Morbidity 
per cent. 
Emergency 
Booked 
Total 


21°4 
24°06 
23°6 


Emergency 
Booked 


Primi 
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Multi 
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TABLE 2. Morbidity due to Sepsis 


No. of Breech No. of septic 


morbidity 


Morbidity 
per cent. 


14°3 
20°5 
39°2 


10°56 


3. Maternal Mortality. 


of Breech No. of death Mortality 


per cent. 


Emergency 
Booked 
Total 


Emergency 
Booked 


Primi 
Multi 


T 
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Multi 
Dead 
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Primi 
Dead 
4 (100 °/,) 
16 (44°4 J) 
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Dead Born 


25 (86°2 °/,) + 
48 (34°04 °J,) 


Torn Born 
29 


141 


25 


36 105 
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CARDIAC PAIN 


MUKTESH NATH BASU, L.m.s. 


Calcutta 


Pain in the cardiac region seems to me to be very 
common nowadays; at least twenty: per cent of the 
people who present themselves for examination com- 
plain of pain or some sort of discomfort in the cardiac 
region. This we find also in young men and women 
who ought not to be complaining of their hearts. 

According to Hay (1922), cardiac pain is not 
evidence of any variety of pathological condition 
and is rather an indication of functional dis- 
ability. Mackenzie (1924) propounded the theory 
that it is an expression of exhaustion of the 
heart muscle. After that another theory was 
advanced which tried to prove that pain in the 
cardiac region is due to relative or absolute ischemia 
of the cardiac muscle and there was considerable 
experimental evidence to support that view. We 
now say that there are probably other factors in- 
volved in the process. The stimulus for pain consists 
of some substances which are acid in reaction, 
like lactic or phosphoric acid, and are capable of 
neutralization by alkalies. They are produced 
quantitatively in proportion to the work done by the 
heart. This is proved by experiments on contract- 
ing ischemic skeletal muscles. In cases of ligation 
of the coronary arteries, the pain is due to stimula- 
tion of afferent fibres which are situated in the 
nerve plexus surrounding the vessels and not to the 
occlusion of the vessels. The other factors in the 
causation and variability of pain seem to lie in the 
afferent nerves and their endings as well as the higher 
centre for the perception of pain. According to others 
the primary constituents required for the contrac- 
tion of muscle are phosphagen and glycogen. As 
soon as contraction begins phosphagen is converted 
into creatine and phosphates. After the contrac- 
tion the glycogen, which is obtained from the blood 
glucose through the action of insulin and oxygen, is 
broken down into lactic acid which is then carried 
to the liver to be reformed into glucose. The 
energy liberated by lactic acid also aids in the resyn- 


The cardiac muscle norm 
and it 


thesis of phosphagen. 
contains a high precentage of glycogen 


lly 


impossible to reduce it by energy demands provi ec 
there is an adequate supply of oxygen and this is i 


proportion to the work done. 


It has been dem n- 


strated that the oxygen consumption of the hea 
is determined by the diastolic volume and there!» 


by the initial length of the muscle fibre. It i 
well-known fact that if we want to keep a heart-| 


preparation in good condition for long periods, iniro- 
duction of insulin and glucose are necessary. If in- 


sulin is not given enormous amounts of glu 
are necessary. In other words, insulin and glu 
are necessary for proper action of the heart w! 
depends on sufficient supplies of glycogen 

oxygen. Reduction of the oxygen supply to 
heart results in rapid dilatation and failure of f 


tion but recovery is possible unless diastolic ste:d- 


still has occurred. In cases of sudden death duc 
respiratory failure with progressive anoxemia ther 
a marked reduction of cardiac glycogen. In a 
asphyxia it may occur in a minute or two. 


percentage of oxygen in the inspired air be below 
6 per cent, the amount of oxygen is reduced to one- 


third the normal. In some cases of occlusion of 


coronary vessels, whether inflammatory, degeners ive 
or mechanical, a sufficient supply of blood is ne 
carried to the muscles and this produces pu: 


Changes in pH also affect the cardiac condition. 


myocardium is more sensitive to hydrogen ions t 1: 
the skeletal muscles and it becomes exhausted w ie 


the amount of lactic acid is 0-072 per cent. Th 
seen in tracheal obstruction. Apnoea too, ca 
diminution of cardiac glycogen. 

Heart pains may be of organic or functi 
origin or both the factors may be present. An 
the causes of organic origin, angina pectoris st 
foremost. The exact causation of pain in this dis: 
is not well understood. It is said to be due to 


. es 


nal 


(1) insufficient blood-supply to the heart mus¢ 
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(2) obstruction in the coronary arteries; 

(3) a symptom-complex and is due to different 
causes!; 

(4) a reflex arising in a distant part, for example 
the colon; 

(5) an unbalanced state of the vegetative ner- 
vous system; 


(6) a nervous strain. 


Lewis has proved that spasm of the blood-vessels 
or inuscles is not the cause of pain and according 
to him accumulation of metabolites within the mus- 
cle fibre or more likely in the tissue spaces, causes 
the pain. It is likely also that metabolites collect 
because, there is partial anoxemia in that particular 
part. 

It has been proved that in dogs compression of 
the coronary arteries produces intense pain and this 
is said to arise in the ischemic muscle itself. 
Mechanical or chemical stimulation of the heart mus- 
cle does not cause pain and it is produced solely by 
interference with its blood-supply. Some are of 
opinion that vascular spasm in the coronary arteries 
which are supplied by vaso-motor nerves, plays a sub- 
sidiary role in the production of heart pain. 

It follows, therefore, that cardiac pain is due 
only to an imperfect circulation through the coronary 
arteries. Again, the amount of pain patients feel 
differs widely, the highly nervous being the most 
sensitive. According to Chapman the degree of pain 
is no indication of the extent of disease of the cardio- 
vascular system. 


Cardiac pain may be sub-mammary, supra-mam- 
mary or sub-sternal. Sub-sternal pain may be felt 
behind the upper part of the sternum or its middle 
or lower part. 


The causes of pain originating in the heart may 
be classified as follows :— 


Organic Causes— 
(1) In youth, after violent exercise. 
(2) Primary cardiac overstrain. 
(3) Irritable heart. 


(4) In marked anemia when the 
percentage is 50 or below. 


hemoglobin 
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(5) In hypertension. 

(6) In para-gangliomas of the adrenal medulla. 
(7) In 


(8) In involvement of the arteries: 


hypertrophy or dilatation or both. 


(a) Angina pectoris. 

(b) Coronary occlusion. 

(c) Syphilitic aortitis. 

(d) Arteriosclerosis. 

(e) Aneurism. 

(f) Transitory 
disease. 


recurrent paralysis in heart 


(9) Enlarged failing heart, specially left ventyri- 
cular failure. 

(10) In certain forms of cardiac irregularity as 
paroxysmal tachycardia. 

(11) Any form of organic heart disease, for ex- 
ample myocardial disease or aortic insufficiency with 
a very heavy pressure in the aorta. 

(12) Congenital heart disease. 

(13) Bacterial infections of the heart, for example 
malignant endocarditis. 

(14) Scurvy. 

(15) Epidemic dropsy. 

(16) Beri-beri. 

(17) Tuberculosis of the heart. 

Both Organic and Functional Causes— 
(1) Tobacco angina. 
(2) Thyroid angina. 
Functional Causes— 
(1) Neuro-circulatory asthenia. 
(2) Pain without coronary or aortic disease : 
(a) Angina pectoris. 
(b) Angina vasomotoria. 
(c) Angina of anemia. 
(d) Secondary angina. 
(e) Anaphylactic, neuralgic, traumatic angina. 
the 


distension of 


(3) Dyspepsia with flatulent 
stomach and colon. 
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(4) Emotional states. 
(5) Excessive use of tea, coffee or alcohol. 
(6) Uterine disorders. 


Other organs are sometimes responsible for pain 
apparently arising from the heart. Arthritis of the 
cervical spine, diseases of the mediastinum, pleura, 
chestwall, ribs and breasts, herpes zoster and superfi- 
cial thrombophlebitis are examples of such conditions. 
The symptoms of interstitial emphysema of the 
lungs resemble those of coronary occlusion very close- 
ly. The escape of air into the interstitial tissue of the 
lungs causes tearing of those tissues and thereby gives 
rise to sudden severe pain lasting half an hour or 
more. This is followed by fever and leucocytosis. 
In these cases a “‘crunching’’ sound is heard at the 
apex which is systolic in time. 


Epigastric pain may be the earliest manifesta- 
tion of cardiac distress. 


OrGANIC CAUSES 


In primary cardiac overstrain which is the result 
of excessive physical exertion in otherwise healthy 
individuals, giddiness, faintness, uneasiness in the 
precordium and pain may develop followed by quick 
respiration and a thready pulse. The pain in these 
cases is generally referred to a place behind the lower 
third of the sternum and sometimes to the left of it. 


In irritable heart precordial pain and distress may 
develop and the situation is the same as in cardiac 
overstrain. The pain may radiate to the left arm. 
It oceurs during adolescence and in soldiers. It is 
now recognised as a syndrome without organic disease. 
Tachycardia, headache, dyspnoea and dizziness may 
occur and of these tachycardia is the most usual 
symptom. 

Cases of anemia with a hemoglobin value of 
50 or below may not complain of any subjective symp- 
tom at all. Sometimes there is retro-sternal or even 
anginal pain which is probably due to anoxemia. The 
cause of its presence in some cases, but not in others, 
is not well understood. 

In hypertension when the systolic blood-pressure 
is over 200 mm.Hg, patients often complain of retro- 
sternal pain or pain over the apex which is dull and 
aching in character and is often associated with 
fatigue. 
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In paragangliomas of the adrenal medulla tlh. 
are spells of adrenalinemia with pallor, elevation ; 
temperature and excessive rise of blood-pressur 
(300/220). With this there is anxiety, nausea, n 
cle tremor and retro-sternal pain radiating into 
entire body, polyuria and sometimes glycosuria. 


In hypertrophy of the heart patients sometii 
complain of cardiac discomfort and at times act 
pain in the precordium. This is increased by e 
cise and by lying on the left side. 


In dilatation precordial discomfort or actual p' 
may occur which may be retro-sternal or to the | 
of the sternum. 

In angina pectoris the first segments affec 
are the third, fourth and fifth dorsal but soon | 
first and second dorsals are also involved. ‘| 
pain commonly occurs in the retro-sternal 
Rarely it is in the front of the chest and may ext 
to the angle of the scapula. 
tion is peculiar; it may extend upwards to the clavi 
cle, neck, left jaw, occiput and even the top of t'. 
head. Downwards it may extend to the epigastriun 
or lower abdomen. Sideways it extends frequen 
over the left pectoral muscle to the left arm and w! 
the lower cervical segments are involved it exten ls 
down its ulnar side as far as the tip of the little : 
ring finger; occasionally it extends to the right a 
and sometimes to both the arms. When the fifth : 
sixth dorsal segments are involved the pain is felt | 
the centre of the back and in the interscapular are: 
With it there is generally a sensation of constrict 
in the chest as if by vice and sometimes aeropha:\ 
The pain does not last ‘ur more than a few second 


regi 


to a few minutes. The disease may co-exist wi! 


hyperthyroidism. 


In coronary occlusion the pain is sudden in 


onset and lasts for hours or even days. Oftenti) 
the pain is intense and is described as pressing, squ‘ 
ing, boring, tearing, burning, sharp, dull, cramp-li 
choking, or griping. It is referred to the lower | 
of the sternum or the epigastrium or it may be | 
the fourth and fifth interspace as far out as 

anterior axillary line. In some cases a parallel © 
crease of ‘“‘rami tele adipose’’ occurs 
These are an expression of the nutritional reserve stri c- 
ture of the body and partly compensates the decre:s 
of blood-supply by the coronary arteries. It is w 


with a 
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known that painless coronary occlusion may occur. 
The distinction between pericarditis and coronary 
occlusion is often difficult. In cases of pericarditis 
a friction sound is heard over the whole heart but 
in coronary occlusion it is a very localised, transient 
faint rub. 

In syphilitic aortitis the substernal oppression 
or pain varies in intensity from a mild pain to one 
like angina pectoris. The pain occurs in paroxysms 
and there may be a sense of tightness, oppression, 
constriction, a sense of heavy weight inside or of 


squeezing the heart or choking, smothering in the ° 


throat or chest or a gripping sensation or it may be 
a dull, burning, tearing, knife-cut pain under the 
sternum which may be constant or intermittent with 
hyperesthesia over the painful area. 


In aortic aneurism the pain is a pressure pain 
which may be either neuralgic extending to the 
cervico-brachial, cervico-occipital or intercostal nerves 
associated with numbness, tingling, hyperesthesia or 
paresthesia or it may be boring in character. The 
last variety is not common. A _ sudden terrific pain 
may occur due to rupture of the intima. A small 
eneurism in the heart muscle does not produce any 
symptom. 

In arteriosclerosis the pain may be like angina 
pectoris specially if the coronary arteries are involved. 


In transitory recurrent paralysis in heart disease 
there may be severe attacks of precordial pain with 
impotence of the left arm or numbness, sweating or 
paresthesia of the right foot. In this disease arterial 
spasm is supposed to be the cause but small necrotic 
centres may be found in the right brachial. 


In enlarged failing heart the pain is in the pre- 
cordium and is often constant, dull and aching than 
recurrent and sharp in character. With it there is 
a sense of constriction and tenderness. It is usually 
brought on by physical or mental exertion and then 
the characteristic feature is that it does not come on 
for some hours after the exertion which induced it. 
It is more common in aortic than in mitral disease. 

Cardiac irregularity may cause pain, specially 
when associated with myocardial disease. 

(a) In extra-systoles there is a fluttering sensa- 
tion inside the chest or heart-stop but no actual pain. 

(b) In heart block precordial pain on exertion 
may occur. 
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(c) In paroxysmal tachycardia anginal pains 
occur in a small proportion of cases and are marked 
in the auricular type. 

In all forms of organic heart disease pain may 
occur at some time or another and is best seen in 
aortic insufficiency with a very low pressure in the 
aorta. Mitral incompetence does not usually cause 
cardiac pain but sometimes they complain of a dull 
constant pain in the left side between the sternum 
and the nipple. In and aortic in- 
competence the pain is over the apex or the pre- 


cordial region. 


mitral stenosis 


In acute simple myocarditis precordial pain or 
discomfort may occur. It is seen after rheumatism, 
diphtheria, influenza and other infectious diseases and 
in thyrotoxicosis. It the 


heart intoxicated by thyroxin is more sensitive to the 


has been found out that 


withdrawal of oxygen than a normal one and the lactic 
acid is increased by over 70 per cent, while the glyco- 
gen content was reduced by over 60 per cent. 

In chronic myocarditis pain in the precordium 
or discomfort occurs on exertion. It 
sternal distress amounting to pain and with it there 
is dyspnea. 


is often a sub- 


In syphilitic mvocarditis there is breathlessness, 


palpitation, precordial] pain. 

In fatty degeneration there is discomfort or pain 
in the precordium on exertion and in fatty infiltra- 
tion a sense of oppression in the chest after exertion 
is frequent. 


In acute cardiac infections the red blood cell 
sedimentation rate is rapid. This is marked between 
the second and the fifth day and returns to normal 
between the thirteenth and thirty-ninth day. Persist- 
ent pain in the shoulder region may occur and it lasts 


from seven weeks to more than five years. 


Congenital heart disease does not usually cause 
pain. It is present in about 6-6 per cent of the cases. 
When present it is referred to a spot between the 
sternum and the left nipple and is of a dull aching 
character. 

In subacute bacterial endocarditis a sense of pre- 
cordial oppression is felt and is prominent in aortic 
involvement. 


Scurvy and epidemic dropsy cause hemorrhage 
inside the heart muscle and pain behind the lower 


— 
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part of the sternum and often outside it, between 
the sternum and the nipple. 


Beri-beri causes degeneration of the myocardium 
and substernal pain. 


Cases of tuberculosis of the heart complain of 
pressure sensations in the chest. 


Bota OrGANIC AND FUNCTIONAL CAUSES 


In tobacco angina there may be sino-auricular 
tachycardia, extrasystoles and paroxysmal auricular 
fibrillation. The pain is a dull ache referred to a 
place between the sternum and the nipple or it may 
be substernal. It is probably produced by stimulation 
of the vasoconstrictors in sensitive persons. 


In thyroid angina symptoms of angina pectoris 
are present with hyperthyroidism and the pain is re- 
lieved by thyroidectomy. In adenoma the toxemia 
is mild. 


FuNcTIONAL CAUSES 


In this more than half the cases occur in the 
third and fourth decades. 


Neuro-circulatory asthenia generally occurs in 
young adults. They show no physical signs of disease 
but there are symptoms suggestive of nervous ex- 
haustion. They suffer from fatigue, dyspnea, sighing 
respiration, palpitation, dyspepsia, infra-mammary 
pain and faintness. These symptoms are often in- 
duced by excitement. The pain may be in the pre- 
cordium, left chest or ‘‘around the heart’? and may 
be sticking, shooting, stabbing or a dull constant pain. 
Occasionally it is a substernal pain or a sense of 
pressure or heaviness in the precordium. Usually it 
does not radiate but sometimes it spreads across the 
chest to the shoulder, abdomen or down the left arm. 
The duration varies from a few seconds to hours or 
days. Strain, worry, excitement, smoking, menses, 
etc., are supposed to be the causes. 


Angina pectoris without coronary or aortic 


disease— 


In several cases of angina pectoris physical ex- 
amination reveals a normal heart, normal blood- 
pressure and a normal electro-cardiogram. 

_ Angina vasomotoria is probably due to a vaso- 
motor cramp or spasm of the coronary vessels. The 
attacks are provoked by psychic or sexual stimula- 
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tion (?). There is pallor, coldness, numbness 
anxiety, palpitation and blanching of the extremities 
In a few cases there is precordial pain and a sense 
of oppression which may radiate into the neck and 
left hand. This may last from a few minutes to 
hours. There is restlessness during the attack and 
the blood-pressure is increased. Electrocardiogran 
shows a normal heart. 


In anemia anginal pain may occur. 
toms improve under anti-anemic treatment. 

Secondary angina is rare. It occurs mostly i 
women of middle age. In this there is 
pallor, cold hands and fingers and cardiac pai 
which limits efforts. 


The symp- 


shivering 


French authorities recognise a type of angin 
called anaphylactic, 
These are rare. The predisposing factors are allergy 
brachial neuralgia or trauma. 


neuralgic, traumatic angina. 


Dyspepsia with flatulent distension of the sto- 
mach, specially its cardiac end and the colon, pro- 
duce cardiac pain, probably by pressure. The pain is 
usually near the nipple but sometimes it may be 
felt in the left second interspace near the sternum. 

Emotional states especially in women sometime 
produce cardiac pain. Oftentimes it is diffuse near 
the nipple, but it may be substernal. 


Excessive use of tea, coffee and alcohol may, 
according to some, produce anginal pain which i 
of the vaso-motor type. It is common in patients 
under middle age. 


Uterine disorders 
probably reflexly. 


may produce cardiac pain 


SuMMARY 


In this paper various theories about the metho! 
of production of cardiac pain has been discussed and 
a conclusion drawn. The subject has been divided 
into— 

Classification. 

Method of production. 
The seat of pain. 

The nature of pain. 

The duration of pain and 


The direction of radiation. 
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SOME FACTORS CONTROLLING THE ACTIVITY OF BACTERIOPHAGE AND 
THE METHOD OF FILLING MEDICINAL PHIALS WITH BACTERIOPHAGE 
SUSPENSION AS PRACTISED IN THE BACTERIOPHAGE 
LABORATORY, GOVERNMENT OF BIHAR 


S. K. CHATTERJEE, .B., p.p.H. 
AND 
L. R. S. DEO, m.B.B.s., D.T.M. 


Since the discovery of the different types of 
choleraphage by Asheshov and others, attention has 
been directed to study the choleraphage in pure live 
cultures and to study the role and significance of 
each type separately and in combination, in the 
destruction of vibrios, and certain conclusions were 
made as regards the nature of bacteriophage cultures 
to be used for prevention and treatment of cholera. 

Since, in the treatment of cholera it is impera- 
tive to destroy the vibrios as soon as possible, a quick 
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acting phage, which has been found to be § A, must 
predominate in the bacteriophage suspension used. 


ProPERTIES OF THE Cu. @ A. 
It is the most quick acting bacteriophage having 
a generation period of approximately between 45 
minutes to 1 hour. The lysis is quickly followed by 
abundant secondary growth. It attacks only the 
smooth element of the culture. The members of this 
group vary widely in activity, range, virulence and 
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stability. The virulence can be exalted particularly 
if bacteriophage is freshly isolated. The great 
majority of the freshly isolated ch. A are very un- 
stable, they die out within a short time unless they 
are adapted to laboratory conditions by frequent 
transfers. The range of virulence of some of the 
races of this type is often restricted to small numbers 
of strams of vibrios but they are comparatively easily 
adapted to act on the other strains of smooth cholera 
vibrios. They do not attack the non-agglutinating 
vibrios. The number of corpuscles of gA usually 
reaches nx 10! per c.c. The rate of multiplication 
of the best races is nx10* in two hours in the 
presence of: carbohydrates saccharose, maltose or 
glucose in the media. 

gA can generally be isolated from the stool of 
« large percentage of cholera convalescents. Cure of 
cholera is mainly due to the development of phage 

_ in the intestine. It is a recognised fact that the 
natural enemies are the most potent ones to combat 
the epidemics and as choleraphage A is separated 
from a large percentage of cholera convalescents, 
this is the phage mainly concerned in bringing about 
the cure of the patients. 

The range of action of the races of our ch. § A 
is very wide but it is not improbable to meet with 
vibrios which are not touched by this phage. The 
range -of action ‘can be increased by the. process of 
adaptation to the resistant smooth vibrios when 
they are found. Our g A was adapted on a number 
vf smooth rough cultures on which it refused to act. 

We like to note an interesting fact regarding 
adaptation. We have come across three vibrio cul- 
tures which were ultra-pure, smooth but our @ A 
could not be adapted on them even after. repeated 
atleinpts. Ch. g A also did not touch any of the 
secondary cultures of these three vibrios produced: by 
olher phages. We put forward the suggestion that 
the above-mentioned cholera ‘cultures were the 
natural g A resistant cultures. 


_ COMBINATION OF PHAGES 


Ch. ¢'B-M prevent the formation of the second- 
ary cultures after the action of the g A and so they 
‘may be considered to bé of accessory and complement- 
ary types. ' It follows, therefore, that the phage 
inixture issued for therapeutic purposes should con- 
tain all available typés of phage. In the activity test 


CHATTERJEE AND DEO 


the peptone water tube containing 1 c.c. of 18 hour 


old vibrio culture and 1/100th drop of phage mixture 
should be clarified in one hour and should remai: 


cleur for the next 48 hours. The ch. @ A, that is, th 
most virulent phage, should predominate in the bre\ 
and on planting, the average count should b 
nx10*° per c.c. 


ADMINISTRATION 

Early administration of choleraphage in th 
disease gives the most gratifying result. In fact, th 
causative organisms should be made inactive betoi 
any lesion, either temporary or permanent, is pro 
duced by them. As time passes on, the organism 
become modified and the specific phage does not ac 
so nicely on them. Moreover, due to the lesion pro 
duced the beneficial effect of phage cannot b 
manifested if it is administered late. 


The phage treatment is a specific one. Thoug!: 


the range of action of stock phage is very wide it ha 
got its limit. The stock phage may do very goo 
results in one epidemic area but may prove a failur 
in another. It is our experience in 5 or 6 choler 
epidemics at Puri, Muzaffarpur and Bhagalpur tha 
our phage was considered not potent enough i: 
checking those epidemics. The cultures were obtaine 
from those places and it was found that our g 
did. not touch on those vibrios. The A wa 
adapted and the other cholera phages. were tran: 
ferred on those cholera cultures and fresh cholera 
phage was issued to those areas. The result was tha 
the epidemic was brought under control in a ver 
short time. So special phage prepared for a part 
cular epidemic area will give the best result for tha 
area. 


Dose 


In test tube experiment one hundredth drop « 
phage is sufficient to lyse 1 c.c. of 18 hours growt 
of the culture in 14 hours. But this vitro experimen 
cannot be compared with phenomenon in vivo. Ha 
it not been the case we could have stamped-out th’ 


epidemics of cholera from the soil. We do not know 


the rate of growth of the choleraphage in the intestin 
of the cholera patients. That ultra-pure choler 
vibrio can be separated from the stool after 24 hour 
of phage treatment, is a proof that the rate of multi 


plication of phage in the intestine is at least not so 
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great as to make the intestine free from the primary 
chciera vibrio. When small dose of phage is adminis- 
tered we believe that the phage will multiply in the 
int.stine on the growing causative organisms. In our 
uon we should not wait to see the phage multiply 
: administer phage in such a dose that it would 
iticient to make the intestine free from the causa- 
tive organisms at the earliest opportunity. We 
adiuinister as a practice 25 c.c. of the raw ch. phage 
in tle first dose and then dilute the other 25 c.c. in 
a tumblerful of water and the patient is made to 
sip and finish in 6 hours. Another 50 c.c. is diluted 
in a tumblerful of water and is distributed among 
the family members and contacts. 


KEEPING PROPERTY OF PHAGE 


Mixture of phages adapted to laboratory condi- 
tions when naturalised by passage through patients 
aud used as seed, will produce a phage suspension 
which generally maintains its potency for nearly 9 
months at room temperature. 


Fresh phage which is separated from stool may 
lose its potency in three to six months if it is not 
adapted to laboratory conditions by at least a few 
transfers. - Phage is preserved best in cool chamber 
at pH8. We as a rule scrap the phage more than 
months old. In our experience one half the 
strength as judged by counting, is generally lost by 
that time. 


nine 


SUMMARY 


Choleraphage A is the most important phage 
which should be present in large number in the 
bacteriophage suspension issued for therapeutic 
purposes. But other types must also be present. 
The range of action of the phage A should be in- 
creased by the process of adaptation to new groups 
of vibrios. Choleraphage should be administered to 
patients in massive doses at the earliest 
opportunity. The good results obtained by the ad- 
ministration of choleraphage in the epidemics in 
Bihar is mainly due to the wide range of action of 
our choleraphage A and to the massive dose system 
of phage administration. Phage should be used 
up to 9 months from the date of its preparation. 


cholera 
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BACTERIOPHAGE 


MeEtTHop oF Finitinc MEDICINAL PHIALS WITH 
BACTERIOPHAGE SUSPENSION 


This process makes use of the known principle 
commonly employed in filling ampoules, according to 
which sterilised ampoules are placed open end down 
in an outer container which is filled with the liquid 
with which they are to be charged. A vacuum is 
applied to the surface of the liquid so that the air 
and bubbles upwards 


When atmospheric pressure is 


in the ampoules expands 
through the liquid. 
again applied to the surface of the liquid, the latter 
flows into the ampoules to take the place of air 
previously exhausted, and the ampoules are then re- 
moved and sealed. 

Heretofore, however, the filtering of the liquid 
to be filled into the container and production of 
liquid free from contamination has been one step, 
and the transfer of the said filtered and uncontamin- 
ated liquid into the container without the access of 
the outside air thereto has not been achieved. 

By this method and using the apparatus (the 
filler) the whole process including filtration and filling 
is performed in one operation and there is no prelimin- 
ary filtration of the liquid necessitating a subsequent 
transfer of the filtered liquid to the drum. The trans- 


ferring operation is so easily and successfully done 


that contamination has been completely eliminated. 


According to the method employed by us ordinary 
medicinal bottles of desired size and shape may be 
filled. These are provided with rubber stoppers. A 
fine glass capillary tubing of about 2 m.m. diameter 
passes through the entire length of each stopper. 
These bottles fitted with the special rubber stoppers, 
are then placed downwards in the container or filler 
and sterilised. This filler as it is commonly called 
by us is an apparatus consisting of a metal drum 
with a cover which fits the lower part closing it 
hermetically by means of rubber washers between 
flanges and nuts. On the cover is incorporated the 
filtering apparatus which consists of two cylindrical 
tubes into which the two Pasteur-Chamberland 
candles are fitted. These two tubes 
to the inside of the filler into which the filtered liquid 
trickles down. The cover is provided with two stop- 
cocks for creating vacuum in or admitting air to the 
filler. There are also cross-bars on the cover and 
under the drum which gives them increased strength 


are connected 
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under vacuum and also serves the purpose of placing 
the filler upside down. The filtering and the filling 
process is carried on as follows :— 


The unfiltered mixture of phage and vibrio is 
filtered preliminary outside through kieselguhr. This 
process takes away a large part of the suspended 
vibrios and makes the otherwise turbid liquid look 
almost crystal clear, thereby relieving the pressure 
on the filtering candles. This filtered liquid is 
measured, the necessary amount being taken and 
placed in a glass receptacle. 

The sterilised filler is now taken and the end of 
the two filtering candles now connected together by 
means of a glass ‘“‘Y’’ tube and rubber tubing, the 
end of the “‘Y’’ being connected with the receptacle 
in which the liquid to be filtered is kept. 


Now air is exhausted from inside the filler through 
one of the stop-cocks provided on the cover for the 
purpose. This creates a suction action on the 
candles and by this action the liquid is sucked into the 
candles and trickles down into the filler after passing 
through the pores of the candles. The negative 
pressure of about 20 inches of vacuum is maintained 
throughout till all the liquid has passed to the filler. 
The inside of the filler with the phials therein, is then 
completely exhausted of air. The stop-cock is closed. 
The other stop-cock is now opened and filtered air 
is allowed to enter very slowly into the filler through 
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cotton wool and thick viscose oil containing innumer- 
able glass beads. During this process, the bottles ; 
filled automatically inside. 


When the filling is complete the filler is t 
away and placed upside down so that the bottles 
remain in an upright position on the cover of 
filler. The nuts are opened, the bottom part t 
away and small holes in the rubber stoppers 
quickly sealed by pouring hot drops of a mixtu: 
resins, etc., specially prepared for the pur 
This sealing operation does not take more 
a minute for about 55 bottles in each filler. 
bottles are now taken away, dated and num! 
and placed in an incubator for 48 hours, in ord 
make sure that there has been no contamination i: 
filtering and filling processes. To preserve the seal 
to make it thoroughly safe for packing and desp: 
a viscose capsule, is placed on the neck of the b 
which when dry makes a bottle as safe as a s 
ampoule. Considering the initial costs of the bot 
corks, capillary tubing and seal, we find that 
expenditure is about Rs. 7-10-0 per gross wh¢ 
ampoules of equal capacity would have cost not 
than Rs. 25/- to Rs. 30/- per gross accordin; 
quality. The actual cost is really much less in 
of phials since a phial and a cork can be 
repeatedly. Besides there are advantages in pac!’ 
despatching and storage. 
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RHEUMATIC PERICARDITIS WITH EFFUSION TREATED 
BY PARACENTESIS PERICARDII 


S. K. GHOSH DASTIDAR, m.s., b.T.m. (Cal.), M.r.c.p. (Lond. & Edin.), 


Lecturer in Medicine, Prince of Wales Medical College, Patna 


During recent years the attention of the medical 
profession abroad has been drawn to the incidence of 
acute rheumatic fever in India. Although in hospital 
practice frank cases of acute rheumatic fever are 
very few and far between, its complications and se- 


quele are often met with in the medical wards of 


any large hospital. Cases of acute rheumatic peri- 
carditis are still rarer, more so those with effusion. 
Of 26,511 total number of cases admitted into the 
medical wards of the Patna Medical College Hospital 
during the last eight years from 1930 to 1937, six cases 
were found to be rheumatic pericarditis; of these six, 
four had been of dry type and two with effusion. 


With the increase of interest of the profession in 
rheumatic infection, improvement in x-ray equip- 
ments in hospitals and other diagnostic facilities, it 
is hoped that more cases of pericarditis with effusion 
will be diagnosed and treated in future. The 
pericardial aspiration as a method of treatment is 
still dreaded very much. The object of this note is 
to draw attention to the incidence of pericarditis with 
effusion in the tropics and the treatment thereof by 
pericardial aspiration whenever necessary. I describe 
below a case which was successfully treated lately by 


the above method. 


Case Report 


Gothu Sao, a Hindu male, aged 18 years, a culti- 
vator by occupation was admitted into the hospital 
on 12-5-87 with signs and symptoms of cardiac fail- 
ure. His history of previous illnesses was vague. 
He could not give the actual date when he fell ill 
this time, but he said he had not been keeping well 
for the last three weeks or so. 


On admission he was dyspneic and _ looked 
seriously ill. The temperature was 99-0°F., and the 


rate 100 per minute; the respiration was 
laboured and its rate 44 per minute. 


feeble, at times definitely increased in force 


pulse 
The pulse was 
with 
expiration and weakened during inspiration (pulsus 
paradoxus). The systolic blood pressure was 80 mm. 
of Hg., and the diastolic, 60 mm. 


Both liver and spleen were 


His neck veins 
were slightly engorged. 
palpable and slightly tender on pressure. 


On examination of the heart the apex was found 
displaced about an inch beyond the left midclav:- 
cular line in the fifth intercostal space and the im- 
pulse was very feeble and diffuse. The upper lim.é 
of dullness extended up to the second left 
cartilage; on the left side it reached the anterior 
axillary line in the fifth and sixth intercostal spaces: 
and on the right the cardiophrenic angle at the fifth 
intercostal space near the sternum was dull on per- 
cussion (Rotch’s sign). 


costal 


The heart sounds were feeble, but distinct in all 
A soft systolic bruit was audible at the 
mitral area with slight conduction towards the axilla. 


the areas. 


The apex of the heart, as judged by the intensity of 
the heart sounds, was internal to and above the apex 
of the cardiac dullness. Occasionally a very soft 
rub was heard on the left side of the sternum in 
the supine position. 


The examination of the blood showed: erythrocy- 
tes—3,530,000 per c.mm., hemoglobin—46%; leuco- 
cytes—8,500 per c.mm., and polymorphs.—81-3%,, 
large monos—3%, lymphocytes—11:3% and _ eosino- 
philes—4-4%. A trace of albumin and a few granular 
casts were present in his urine. 


On clinical grounds the case was diagnosed as 
one of pericarditis with effusion. 
confirmed the clinical diagnosis; 


X-ray examination 


the skiagram 
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(Plate I) showed massive effusion in the pericardial 
sac (Hottentot’s hut) obliterating the cardiophrenic 
angle on the right side. 


TREATMENT 


Inspite of absolute rest in bed, moderate purging 
and administration of digitalis, the patient’s condition 
grew worse from the night of the 13th. The respira- 
tion rose to 60 per minute, the pulse became almost 
imperceptible and cyanosis appeared. The only course 
now open was to remove some fluid from the peri- 
cardium to lessen the embarrassment of the heart. 


The patient was given a subcutaneous injection of 
cardiazol 1 c.c. and put in the recumbent position 
resting on a back rest. Under local anesthesia and 
strict asepsis a sterile needle of no. 2 gauge attached 
to a two-way nozzle of a 10 c.c. record syringe was 
introduced upwards, backwards and slightly inwards 
at a point about half an inch within the external limit 
of the cardiac dullness in the fifth intercostal space 
on the left side. The needle was slowly pushed in 
about one inch and a half deep until the peri- 
cardium was pierced as judged by sudden release of 
resistance; the piston was then withdrawn and the 
blood stained fluid was noticed to rush inside the 
syringe. 60c.c. of this fluid was drawn out very 
slowly and replaced by 80 c.c. of filtered sterile air. 
Immediately after, the respiration rose to 80 per 
minute, but fell to 62 after 24 hours and 32 by the 
end of 48 hours. A skiagram of the chest was taken 
again 48 hours after aspiration and air was seen in 
the upper part of the pericardial sac (Plate IT). 


The report on the examination of the pericardial 
fluid: —Hemorrhagic fluid; on centrifugalisation the 
supernatant fluid was clear with the presence of a 
coagulum on the top and red blood cells at the bot- 
tom; polymorphs—82%, lymphocytes—16% and 
eosinophiles—2% with numerous red blood cells. 
Culture—sterile. 


The progress of the case was uninterrupted. He 
was put on a simple salicylate mixture (grs. 10 per 
oz.) thrice daily. The temperature touched normal 
on the 17th May but the respiration and the pulse 
did not settle down till the 26th instant. The 
cardiac impulse gradually became forcible and _ the 
heart sounds clearer and stronger. The skiagram 
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taken on the 23rd June showed that the hear! 
slightly enlarged, the fluid had been absorbed 
pletely and the right cardiophrenic angle was 

(Plate III). Another skiagram was taken o1 
7th July and it looked the same. 


He left the hospital on 12-7-37. 


Discussion 


So far as the diagnosis of the case was con: 
there was no doubt about pericarditis with efi 
But the next question which crops up, is abo 
nature of infection. Unfortunately a guineapi 
not inoculated to rule out the possibility of 
culosis. But in the absence of animal 
one has to fall back upon the progress and subs: 
history of the case. The settling down of the 
and the temperature so quickly after the aspii 
picking up of the general health and’ absence of 
cular focus in any other part of the body make 
culosis least likely to be responsible for this con 
The whole picture conforms to rheumatic 


inocul 


Some suspicion may be aroused owing to absence 


joint pains or tonsillitis; it is not unlikely tha 
joint pains or tonsillitis may have been over! 
owing to want of careful observation or their 
mild nature of affection. 


Paracentesis pericardii was indicated on a 
of increasing dyspnoea, cyanosis and weakness 
pulse. Two sites were available for the punc'! 
one in the fourth intercostal space on the lefi 
close to the sternum and the other just inter 
the left border of the area of cardiac dullness 
pericardial rub was occasionally audible in the 
intercostal space on the left side in supine pc 
the second site was selected for paracentesis. 


As it was apprehended that removal of th: 
cardial fluid might cause. serious alteration i 
relative intrapericardial and mediastinal pre: 
resulting in more cardiac embarrassment, air re 
ment was resorted to, as is often done in parac¢ 
thoracis; half of the total volume of the fluid re 
was replaced by sterile filtered air. With the 
absorption of air the cardiovascular system had 
time to adjust itself to the changed conditions 
greater safety. 


No. 3 
R, 1938 
was 


20mM- 


the 


tion, 
iber- 
iber- 
tion. 


origin, 


of 
the 
oked 
very 


count 
of the 


ire— 
side 
il. to 
As 


third 


ition, 


peri- 

the 
ures, 
slace- 
itesis 


ioved 


slow 
more 
with 





uo] peu NUM PAD IAAT AUDI IY ET 


UVALLSV(] 


HSOH!) 


je) “ory adAjomny je 
fq payuid Y paar 





eel | 4 
009i -0° % 
— 





o/%19 ole 19 


GS of x 




















096 


oLlé 

















olelslolole 


086 


4 


Out 


066 


of OO! «101 


Pe 


9 |. 


S€ Ol 201 
' 


Ov O2t .g0l 


Sb Of! tl 


“we pasouty 4° 


“22QE Aq poreida: 9 


* pry pewespoog Sd 
27209 poeudsy } 





oS Obl Sol 


, = case = 3% 2901 
or] 9| eYorl oiz i : 
4 














A = 3 La == dsay asjng L 

















wll 





asvasip jo kv ; 

















wal : Le 4ou vq 





"BE ‘AIN[ 4YIGL eBs0Yrs1p yo 2409 





MOISMY® Yyim 


BE ‘ACW 4ISZE YOrssWpo yo a40g syipierueg asoasig = *S4Q QL aby O#S MYCE) ewoy 


uOoTzeIIOSSY [BIpey ueIpuy ay} JO jeurnof 





Journal of the Indian Medical Association 


Ss m taken on 2: 


( 
the fluid 


Guosy DastipaAR—lthenmatic Pericarditis with Effusion, 





JOURNAL 
IM. A. 


SUMMARY 
1. A cause of rheumatic pericarditis with effusion 
in Indian in tropics is described. 
2. The technique of paracentesis pericardii is 
n in detail. 


3. Hypertrophy of the heart was noticed when 
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the fluid was absorbed, as verified by the skiagrams; 
this hypertrophy was in all probability an after effect 
as often seen in adherent pericardium. 

S. Sahay for the 
skiagrams, to Drs. A. K. Guha and A. Chattoraj for 
and to Dr. S. 
House Physician for careful records. 


I am very thankful to Dr. 


the laboratory examinations Roy, 
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GOVERNMENT RECOGNITION TO THE U. P. PROVINCIAL BRANCH OF THE I. M. A. 


With the official recognition granted by the U. P. 
Government to the U. P. Provincial Branch of the 
Indian Medical Association and their decision to con- 
sult it in all important matters relating to and affect- 
ing the medical profession including public health 
questions the I. M. A. covers a milestone in its on- 
ward march towards progress. The I. M. A. being 
the accredited representative of the medical profession 
in India, it is only fair that it should be consulted 
on all important matters concerning public health 
and questions affecting the medical profession such 
as medical relief, medical organisation, medical 
service and education in this country. It is needless 
to say that the British Medical Association has been 
all along enjoying this privilege in England and no 
important legislation affecting public health and other 
allied questions is ever undertaken by the British 
Parliament without at first ascertaining the views of 
the B. M. A. This practice of eliciting non-official 
medical opinion by the Government is both healthy 
and natural for it is the basis of that lasting good-will 
and co-operation for a common endeavour which can 


only bring good in its train. And it should be the 
duty of every Government that has the welfar 
the people at heart to follow this precedent of | 
British Government. If in India, this healthy 
cedent was not followed in the past, that was becuse 
the Government at that time was not responsibl: 
popular will and amenable to popular control. 

that the real representatives of the people have : 
sumed responsibilities for administration, they |! 
quickly come forward to extend their hand of co- 
coperation with the non-official Indian medical me 
This is a very timely and laudable move and the 
Government of U. P. deserve warmest congratula- 
tions for having taken the initiative in this direc! ion. 
What now remains to be done is the extension of 
this recognition by or the Provincial Governments and 
the Central Government. We fervently hope ‘hat 
the Governments concerned will take note of the 
wise decision of U. P. in according recognition to the 
Indian Medical Association and follow suit wit out 
delay. 
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CURRENT MEDICAL LITERATURE 


MEDICINE 


PartiAL AND CompLETE Heart Buiock IN 
AcuTE CorRoNARY OCCLUSION 
Master and Associates (Journal of American 
Medical Science, October, 1938, page 513) give in 
the following lines the their 


summary of observa- 


tions :— 

of the 
A-V conduction disturbances in 375 cases of coronary 
artery occlusion with reference to 
pathological and 
features, prognosis and treatment. 


1. A complete review has been made 
their incidence, 
clinical, electrocardiographic 
onset of 
P-R pro- 
longation not infrequently appeared late and became 
permanent. 


2. Heart block appeared soon after 


occlusion and usually lasted 1 to 2 weeks. 


3. Simple P-R prolongation 
occurring in 16% of cases: partial and complete heart 
block occurred in 382%. 

4, Permanent P-R prolongation and heart block 
may be the result of previous unrecognised coronary 
Repeated attacks of occlusion may pro- 
gressively increase the A-V conduction defect. 


was common, 


occlusion. 


5. The sudden onset of P-R_ prolongation as 
well as heart block may be the first and only sign 
of coronary artery occlusion. 


6. Heart block excluding P-R prolongation was 
associated with heart failure, cardiac enlargement, 
previous hypertension and previous coronary occlu- 
sion. It was more common in older patients with 
advanced arteriosclerosis. 


7. Symptoms attributable to the heart block 
appeared only when the ventricular rate fell to 40 or 
less and consisted of heart failure or the Stokes- 
Adams syndrome with syncope and coma. The 
bradyeardia can differentiate the latter from syncope 
and coma due to other causes, such as shock and 
cerebral embolus. 


8. The prognosis of complete heart block was 
serious, because of slow ventricular rate. 4 of 6 


patients died. Partial heart block offered a favour- 
able prognosis unless there was marked bradycardia. 
Simple P-R prolongation did not affect the outcome 
of an attack adversely. 

9. It was confirmed that complete and partial 
cardiac 


heart block were associated with a specific 


lesion and electrocardiographic pattern. The anatomic 
basis was infarction of the posterior portion of the 
interventricular septum and posterior surface of the 
left ventricle as a result of right coronary artery 
occlusion. The electrocardiogram presented the Q,7, 
pattern typical of posterior wall infarction. 


10. The 


channels in the interventricular septum 


anastomotic 
the 
A-V node prevents the more frequent occurrence of 
heart block and effects its remission 
oceur. 


presence of profuse 


around 
when it does 

11. P-R prolongation was not associated with a 
specific anatomic 
pattern. 


lesion or  electrocardiographic 
Anoxemia, heart failure and vagal influences 
are probably significant. 

12. The association of A-V block with intra- 
ventricular block can be attributed to septal infarction 
which involves simultaneously the A-V tissues and 
bundle branch system. 


13. The treatment of block is that of 
coronary artery occlusion in general. When there are 
persistent bradycardia and Stokes-Adams manifesta- 
tions adrenaline should be resorted to. The 
tions and effects of adrenalin, ephidrine and atropine 
are discussed. Digitalis, quinidine and nitro-glycerin 
are considered contraindicated. 


heart 


indica- 


Tue Heart In PutmMonary TUBERCULOSIS 


Leverton (Annals of Internal Medicine, Septem- 
ber, 1988, page 285) in reporting on the study of the 
condition of the heart in 416 cases of active and 44 
cases of inactive pulmonary tuberculosis, observes that 
47 cases showed shift of the heart to the right, 119 to 
the left and 250 showed no shift whatever. Arterial 
hypertension was found in 38 cases of the 
group but none had it in the inactive 


active 
group. 
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Inactive cases showed no_ electrocardiographic 
changes but active cases showed some. 45:5% of the 
active cases showed significant changes in the Q. R. 8. 
complex, the R. 8. T. segment or the T-wave—19 
cases showed abnormal Q wave, 30 interventricular 
block, 3 abnormality of the R. S. T. segment and 
119 abnormal T-waves. The author also points out 
that the nutritional disturbances of the myocardium 
found in pulmonary tuberculosis of long standing 
may produce a similar electrocardiographic picture as 
found in coronary disease. 


Putmonary TUBERCULOSIS COMPLICATING 
D1aBETES MELLITUS 


Himsworth ( Quarterly Journal of Medicine, July, 
1638) in reporting on the clinical and _ radiological 
study of pulmonary tuberculosis complicating 
diabetes mellitus in 230 consecutive cases, observes 
that tuberculous broncho-pneumonia was present in 
2 cases and tuberculous infiltration in 13 cases, that 
in these 18 cases the clinical signs were scanty or 
absent and only in one of them the sputum showed 
tubercle bacilli. The author further mentions that 
rest and high calorie diets (2000-3000 calories, 300 gms. 
of carbohydrates) produced very good results in 15 
cases mentioned above. Prognosis according to him 
is good provided the lesions are discovered early. 


TropicAL Macrocytic AN&@MrIA. Irs Revation To 
PerRNicious ANZMIA 


Lucy Wills and Evans ( Lancet, August 20, 1938, 
page 416) in reporting on the study of the analysis 
of the results obtained in patients suffering from 
tropical macrocytic anemia treated: with anahemin 
parenterally observe that in spite of larger doses used, 
anahemin did not produce desired results as in the 
pernicious anemia. Other extracts of highly purified 
liver produced in them the same results but far better 
results were obtained with crude liver and autolysed 
yeast extract. 


Hepatitis: Some Forms Not CoMMoNLY 
RECOGNISED 


Wier ( Journal of American Medical Association, 
October 8, 1938, page 1856) deals with the subject 
under 8 groups, viz., (1) hepatitis associated with 
diseases of the gall-bladder and biliary tract, (2) hepa- 
titis associated with syphilis and its treatment and 
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(3) hepatitis without jaundice. In the first group 
of cases the diagnosis is uncertain but the presenc 
of unusual symptoms as unexperienced weakness 
loss of weight, dyspnoea and edema may point mor 
to the involvement of the liver than of the bili 
tract. “‘An attitude of constant suspicion of 
possible presence of hepatitis is necessary for recog 
nition of this condition.’’ Hepatic function te 
and other laboratory procedures will also be help'ul 
in the diagnosis. In the second group the ca 
are easily diagnosed, but difficulty may occur 
cases without jaundice and here laboratory help 
necessary. A variety of causes may produce hepati‘is 
without jaundice. But there are unusual cases | 
associated with other diseases and of unkno 
etiology. Anorexia, epigastric distress, mausea a 
vomiting unless easily explained should point to 
involvement of the liver. 


INTESTINAL TUBERCULOSIS: A PATHOLOGICAL ANI 
CLINICAL SURVEY 


Stone and Sheckles ( Southern Medical Journ! 
July, 1938, page 715) write that though intesti 
tuberculosis is the most frequent and one of the n 
serious complications of pulmonary tuberculosis it | 
not received the attention it deserves. The stud; 
60 cases shows that it was most common in the thir 
to sixth decade, that 58 of the 60 cases had pulmoniry 
tuberculosis and cavitation was present in 52 of these 
58 cases; none had the primary disease in 
digestive tract. The site of formation of the les» 
was ileocecal region with a greater prepondera 
for the ideal side. The examination of the history 
sheets reveals complaints referring to the gas’ 
intestinal tract only in 18 cases and in 30 cases 
chief complaint was referable to the pulmoniry 
system. The main gastro-intestinal symptoms w 
anorexia, abdominal pain, vomiting and diarrhea 
the common signs were abdominal tenderness 
gaseous distension. The authors suggest that gas 
intestinal X-ray examinations should be made 
thorough as those of the chest to enable on 
diagnose the case early. 


ANTI-CONVULSCENT DruGs TESTED BY 
EXPERIMENTS ON ANIMALS 


Merrit and Putnam (Archives of Neurolo | 
May, 1938, page 1003 ) report on the effects of various 
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drugs on the ‘‘ convulsive threshold’’ in cats 
determined by means of an interrupted current 
measured in milliamperes and graded in intensity, 
passed through the animals’ heads by electrodes 
placed on the intact scalp. Of the usual anti- 
convulseent drugs used phenobarbital 
to be “‘by far the most effective.’’ Five new drugs 
tested have been found to have greater anti- 
convulseent effects than phenobarbital but whether 
these drugs will be helpful in clinical practice is yet 
to be seen. have been 
quite encouraging and further trials are being made. 
are diphenylihydantion, 
acetophenone oxine, benzophenone 


was found 


Preliminary clinical tests 


These new drugs aceto- 


phenone, and 


propriophenone. 


PneumococcaL MeEnrnartis TREATED WITH 
M. & B. 693 
teid and Dyke ( Lancet, September 10, 1938, 
page 619) report of a girl of 7 with acute pneumo- 
coceal meningitis completely recovering under the 
treatment with M. & B. 693. It was given in the 
first and second days 0-5 gm. every 4 hours and then 
0-5 gm. was given every 6 hours. After ten days’ 
treatment the drug was stopped. 


PNEUMOPERITONEUM In THE TREATMENT OF 
Putmonary AND ABDOMINAL TUBERCULOSIS 


Berge ( Diseases of the Chest, October, 1938, 
page 14) observes that pneumoperitoneum is safe, 
painless, leaves no scar and is far superior to phrenic 
It is useful in all cases of tuber- 
culosis of the mesentary, peritoneum and _ intestine 
and should be used in addition to pneumothorax in 
cases with vomiting attacks, extreme repugnance to 
food or unexplained chronic abdominal pain. It is 
also useful in cases where pneumothorax is indicated 
but impossible or ineffective due to adhesions before 
more drastic procedure such as_ thoracoplasty ‘s 
resorted to. In cases of dyspnea due to extensive 
involvement pneumothorax should be replaced by 


exeresis or crush. 


pueumoperitoneum. 


SURGERY 


Primary Carcinoma Or Tue Lunas—A CuinicaL AND 
PatHotoaicaL Stupy Or 100 Cases 
Koletsky (Archives of Internal. Medicine, 
October, 1988, page 636) gives in the following lines 
the summary of his observations :— 
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LITERATURE 


The histologic classification of primary carcinoma 
of the lung may be correlated with essential difference 
in the growth, dissemination and prognosis typical of 
each type of tumor. 


The small cell carcinoma is a highly malignant 
tumor which offers a poor prognosis. Usually primary 
at the 


posterosuperior mediastinum and metastasizes exten- 


hilus of the lung, it readily invades the 
sively with special tendency to widespread extension 
through the lymphatic system. The tumor occurs in 
the younger persons and there is short rapid course 


without notable remission. 


The squamous cell carcinoma is a slowly growing 
locally and 


tumor accompanied by infection, necrosis and cavity 


invasive relatively non-metastasizing 


formation. Involvement of lymph nodes other than 
the regional and tracheobronchial node, is infrequent. 
This type of carcinoma, particularly a growth in- 
volving the hyparterial bronchus of the lower lobe, 
for complete 


offers the most favourable prognosis 


resection. 


In cases of adenocarcinoma, surgical intervention 


is less favourable since the tumor, while locally 


invasive, shows more frequent and more extensive 
lymph node involvement and metastasizes vigorously 


by way of the blood stream. 


PatioLtocy ANp TREATMENT Or ReEcuRRENT DISLOCA- 
TION Or THE SHOULDER JOINT 


Bundell-Bankert ( British Journal 
July, 1938, page 23 ) writes that recurrent dislocation 
of the shoulder joint is caused by a condition of 
abnormal laxity of the capsule and weakness of the 


of Surgery. 


surrounding muscles brought on by stretching or 
imperfect after 
This condition may also be caused by deformity of 
the head of the humerus, contraction of the muscles 
fracture of the 


surgical 


healing reduction of a dislocation. 


surrounding the joint or glenoid 


cavity or humeral tuberosities. A method 
is described in which the repair is made of the detach- 
ment of the the 
margin of the glenoid cavity. The author reports of 


successful treatment in 27 consecutive cases by the 


glenoid ligament from anterior 


method mentioned above—the result is that the cases 
recovered full movements of the joint and there is no 
recurrence of the trouble in any case. 
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Urrnary Catcutt DEvELoPING In RECUMBENT 
PATIENTS 


Pyrah and Fow Weather ( British Journal of 
Surgery, July, 1938, page 98) observe that patients 
undergoing treatment in recumbent position for 
prolonged periods have a prediliction to develop 
urinary calculi because there is in the kidney of such 
patients increased concentration of calcium ion whicn 
is precipitated as salt in larger tubules or calices of 
the kidney. Treatment consists of such preventive 
measures as (1) routine daily massage and active 
movement of the limbs not actually splinted, 
(2) administration of large amounts of fluid, (3) turn- 
ing in bed of the recumbent patient at frequent 
intervals, (4) the use of a diet yielding an acid ash 
and containing vitamin A and without excess of 
vitamin D, (5) avoiding and correcting constipation 
and (6) prophylactic examination of urine for blood 
cells once a month. 


Proanosis AND TREATMENT Or ERyYSIPELAS 


Toomey ( Annals of Internal Medicine, August, 
1938, page 166 ) reviews the literature on the subject 
and gives a comparative study of the _ results 
obtained by various methods of treatment. The 
author writes from records of patients who died at 
Cleveland City Hospital during the period of 1925 
to 37 that those who died were: (a) infants under 
one year of age, specially those with vulval and 
abdominal erysipelas—Group I, (b) patients over 50 
years of age,—Group II, (c) patients with pulmonary 
disease such as tuberculosis, bronchopneumonia and 
lobar‘ pneumonia—Group III, (d) patients with 
chronic organic disease such as chronic myocarditis, 
valvulitis. or arteriosclerotic disease—Group IV, 
(e) patients with concomitant acute infectious disease 
such as influenza or other infections or contagious 
disease—Group V (f) patients who had a severe 
debilitating illness immediately before the attack of 
erysipelas—Group VI, (g) patients with acute or 
chronic alcoholism—Group VII, (h) patients who 
suffered some injury—Group VIII. The author notes 
that seventy-two out of 76 cases treated with sulpha- 
nilamide recovered and 4 died (mortality rate 49%). 
The lesions of erysipelas become dusky red and 
purplish in first 12 to 24 hours and disappears in 
4 to 10 days under sulphanilamide treatment. The 
inflammatory reaction is controlled and the patient 
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is subjectively better within 12 to 24 hours and the 
temperature comes down usually by lysis within a 
few days. None of the patient thus treated had 
massive local desquamation. Only two of the cases 
had spread of the lesion. In cases of hepatitis and 
sensitivity to sulphanilamide, treatment with aniti- 
toxin may be tried. To be successful with sulphani 
mide effort must be made to treat cases early specia'ly 
those cases in Groups I, III and V. 


Tue VALUE Or SULPHANILAMIDE IN THE TREATMENYT 
InFEcTION Or BLAppER AND Upper Urinary TRA 


Ezickson ( Annals of Internal Medicine, Augu-| 
1938, page 245) in reporting on the study of eff 
of sulphanilamide in the treatment of 25 patie 
with various types of infections of the bladder : 
the upper urinary tract observes that though mes 
of the patients had infections of long duration (1 to 5 
years ) 17 of them (68%) are now entirely well 
show marked improvement, that the best results 
obtained in cases of infection by B. coli and strep 
coccus and that there was no improvement in cases 
of infection by B. proteus, Friedlander’s bacillus an 
The author further points out t! 
improvemc! 


B. pyocyaneus. 
sulphanilamide produces symptomatic 
and clearing of the urine very quickly within one 
weak in majority of cases and that no serious 
reactions occurred. The author recommends t! 
before the sulphanilamide treatment is instituted : 
complete urological study of the case must be di 
to exclude a _ pathological condition which m: 
require surgery and other treatment. 


InrraA-Rep THERAPY In Acute SUPPURATIVE 
CoNnDITIONS 


Taylor and Pengelley (British Journal 
Physical, Medicine, February, 1938, page 63) w 
that infra-red therapy is efficacious in many sup; 
rative conditions, e.g., abscesses, cellulitis, 
buncles, boils, etc. It has many advantages, v “., 
it produces (a) continuous heat without any mace:a- 
tion of the epidermis (as with hot fomentati: 
(b) heat which can be controlled to attain 
maximum comfort and efficacy, (c) heat with 
the pain produced by direct contact with lesion end 
(d) heat which because of its penetration is ° 
deeply without any sense of schorching or burni:g. 
To get the best therapeutic result the infra-red roy 
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hould be employed in the wave-length which has 

en found to penetrate most deeply. This penetra- 
t've quality makes the sensation of warmth come 
slowly and avoids the discomfort of luminous rays. 
Two exposures are used in 24 hours in acute condi- 
tions and the duration of each exposure is from forty- 
five minutes to one hour and a half. If it is used very 
early it can abort the abscess formation, if not it will 


aid the further treatment and relieve pain. 


OBSTETRICS AND GYNAZCOLOGY 


MENSTRUATION-LikE Ha:morrHacre In Rassits 


Zondek (Journal of Obstetrics and Gynecology of 
the British Empire, February, 1938, page 1) after 
discussing the physiology of ovaries and pharmaco- 
logy of gonadotropic hormones described his experi- 
ments in rabbits with prolan and arrives at the con- 
clusion that corpus luteum and prolan B are inhibi- 
tory to bleeding and he thinks that there must be 
some other hormone present in the ovary but not in 
the pituitary gland which causes menstruation. 


Loca Action Or FoniicLe Hormone On THe 
UrirRtInE Mucous MEMBRANE 


Grumbrecht and Lofsar (Klinische Wochenscrift, 
1938, No. 11, page 1086) write that the intrauterine 
application of the esterogenic substances is more 
effective for the growth of uterine musculature and 
mucous membrane as compared with the administra- 
tion per injection With very small doses one can 
get. the desired effect. The authors use 4-5 c.c. of 
stabs of 500 I.U. of 


Thormone. 


cocoanut oil containing 


A Comparison Or THREE T'yPEs 
Or HysTEREcTOMY 


Tyrone (Annals of Surgery, May, 1938, page 836) 
writes that of 764 consecutive hysterectomies 316 
were supravaginal, 137 complete abdominal, 311 vagi- 
nal hysterectomies. In 54 of the subtotal cases 
cauterization or amputation of the cervix was done 
by vaginal route before the abdominal operation. 
The subtotal operation is being done now less fre- 
quently than formerly. This operation is indicated 
chiefly in cases of extensive adnexal and parametrial 
infection in which a complete operation will definitely 
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The mortality of the entire series 
It is highest in complete abdominal 


increase the risk. 
is 1.4 per cent. 

operation being 2-2 per cent. and lowest in vaginal 
hysterectomy being 0-64 per cent. Fibroid tumor 
was the chief indication for hysterectomy in this series. 
In young women when myemectomy is contraindi- 
cated or impossible hysterectomy is the wisest pro- 
cedure to be adopted. Vaginal hysterectomy is not 
indicated in cases with 
It is the operation of choice in fibroids of moderate 


extensive adnexal disease. 
size associated with any degree of prolapse, in obese 
and elderly women and in the third degree of prolapse 
of the uterus. 


THE Causes Or Fata Deatu In CryLon 

Wickramsuriya (Journal of Obstetrics and Gyna- 
cology of the British Empire, August, 1938, page 622) 
writes that among the poor classes in Ceylon far more 
fetuses are killed by maternal disease than by com- 
plications of labour, the ratio being 3 to 1. There 
are 669% antenatal deaths resulting from maternal 
states, 76%, of these being associated 
diseases the 
disease. 


caused by 


such as malaria, ankylostomiasis and 


angzmias, nutritional and secondary to 
These diseases produced more macerated fetuses than 
syphilis which caused only 3-5% of total fetal deaths. 
The toxemias of pregnancy play an important role 
in the etiology of still birth and according to the 
author ankylostomiasis, malaria and angwmias definite- 
ly predispose to the development of the toxzmias. 
Only 0-5% had internal deaths and of these 61-4%, 
were due to intracranial and other injuries and 38-6%, 
to asphyxia caused by placenta previa and pressure 
on the cord. Primary placental disease was extreme- 
ly rare in this series. 


TREATMENT Or Myoma 


Werner (Journal of Obstetrics and Gynecology 
of the British Empire, October, 1938, page 780) writes 
that the treatment of myoma is either by operation 
or irradiation. If myoma causes no symptoms 
the patient should be kept under observation with- 
out any treatment but associated with an 
ovarian tumor it must be operated because the latter 
is likely to undergo degeneration. Patients with pro- 
fuse but regular menstrual bleeding are suitable for 
radiation and all other patients in whom irregular 


menstrual bleeding, discharge, pain or fever are pre- 


when 
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sent are not suitable for radiation but must be opera- 
ted on. Radiation arrests the bleeding entirely and 
causes the myoma either to disappear or to diminish 
considerably in size and is devoid of mortality or 
morbidity but disturbances of vascular and nervous 
symptoms which frequently result from it are some- 
times very troublesome. The contra-indications for 
radiation are (a) uncertain diagnosis, (b) suspicion of 
malignancy, (ce) submucous myoma, (d) incarcerated 
myoma, (e) all variety of degeneration, (f) myoma with 
accompanying severe inflammation of the adnexa, 
especially pyosalpinx, (g) very large myoma and (h) 
combination of myoma with pregnancy. When one 
compares the advantages and disadvantages of both 
methods of treatment preference should be given to 
operative procedure unless the latter is contraindi- 
cated, i.e., in presence of such, as disease of the heart, 
lungs or specially fear of operation. 


PEDIATRICS 


ARTERIOSCLEROSIS IN CHiLDHOOD 


Guild and others (Bulletin Jhons Hopkins Hospi- 
tal, March, 1938, page 159) in reporting on two 
cases of extensive arteriosclerosis in girls (diagnosis 
established at autopsy) observe that not only hyper- 
tension is the common manifestation of nephritis in 
children but other forms of hypertension may occur 
in them though very rarely. Both patients had 
frequent attacks of hematuria; at autopsy arterios- 
clerotic nephritis was found yet there was no marked 
loss of renal function. Both showed severe cerebral 
symptoms; ‘‘extreme hypertension’’, marked cardiac 
hypertrophy though without symptoms of myocardi- 
al failure, and abdominal symptoms of pain and 
melena which was the immediate precipitating cause 
of death. 20 other cases are reviewed from the litera- 
ture with following characteristic features :—marked 
hypertension with 200 systolic and 150 diastolic 
pressures and marked fundus changes; cerebral 
symptoms of headache, vomiting and convulsions; 
abdominal symptoms of pain and melena and urinary 
symptoms of hematuria, and nocturia or enuresis. 
The cause of death was known in 12 cases and it was 
renal in only 4 cases. The autopsy findings are 
widespread thickening and hyaline changes in the 
media of the smaller arterioles. The authors maintain 
that the possibility of arteriosclerosis in children 
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should be recognised as a possible cause of 
various symptom complexes mentioned above. 
‘ 
Tue Rote Or Copper In Iron-DEFICIENCY 
Anazia In Inrancy 


Hutchison ( Quarterly Journal of Medicine, July, 
1938 ) reviews the literature and reports the results 
obtained by the use of iron and copper in 6 cases 
of nutritional anemia in infants. In 3 
in sufficiently large doses produced some ris 
hemoglobin but copper in addition produced a fui 
rise. In the other 3 cases iron did not produce 
expectant result whereas copper alone produced 
desired effect. This proves beyond doubt the 
played by copper in hemoglobin formation appare: ily 
by rendering available for that purpose the iron 1 at 
is already stored in the body. 


Cases on 


THERAPEUTIC APPLICATION OF ACIDOPHILUS 
Miux In Constipation Or CHILDREN 


Rettger ( American Journal of Digestive Diseu:cs, 
May, 1938, page 170) reports 
obtained by the use of acidophilus milk in the tr:at- 
ment of constipation in 27 children ranging in ge 
from ten months to thirteen years. The 
is continued for twelve weeks and if necessary 
course is repeated. The result is as follows: 22 were 
entirely relieved without recurrence for at least six 
months, 2 showed irregular response and 3 were not 
benefited. Of 22 patients relieved 18 were given a 
single course of treatment for twelve weeks ind 
4 were given two courses. 


successful results 


treati 


CoNVULSIONS CoMPLICATING PERTUSSIS— 
A CurnicaL Stupy 


Habel and Suchesi (American Journal! 
Diseases of Children, 1938, page 
observe that in a series of 516 patients with pertussis 
41 (8%) had convulsions as complication, that they 
occur most frequently in children under 2 years and 
during the spasmodic stage of the disease. The 
authors further point out that the predisposing c:.se 
is broncho-pneumonia with severe cyanosis and _ the 
exciting cause is the severe paroxysm. The cere ro- 
spinal fluid is normal in the majority of cases—t/iere 
is slightly increased cell count (lymphocytosis) with 
positive test for albumen and globulin and incre:sed 


August, 
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sugar content. The convulsions are usually followed 
by vasomotor collapse. The mortality rate for the 
series is 78% but for 17 patients where transfusion 
have been used the death rate is 35%. Cerebral 
congestion and cdema are the most frequent patho- 
logic changes. 


AURICULAR FIBRILLATION In INFANCY 


Goldbloom and Segall (American Journal of 
Diseases of Children, September, 1938, page 587 ) 
report of the presence of auricular fibrillation in an 
infant aged 3 months, the history strongly suggesting 
that this arrhythmia existed at birth. Digitalis, 
though reduced the ventricular rate, could not restore 
the normal rhythm which occurred spontaneously at 
the twelfth month and is still persisting (2 years and 


a half ). 


INTRAVENOUS INJECTION Or Hypotonic SALT 
SoLuTION CoNTAINING SULPHANILAMIDE For 
Streptococcus MENINGITIS 


Retan ( American Journal of Diseases of Children, 
September, 1938, page 483) writes that when a 
hyponotic salt solution is given intravenously in 
meningitic patients the osmotic pressure of the blood 
stream is reduced causing a continuous flow from the 
capillaries into the perivascular tissue spaces of the 
nervous system (the decreased osmotic pressure of 
the blood stream is exerted principally at that the 
point of least resistance, i.e., at the capillary wall of 
inflamed tissue). Part of the fluid passes down the 
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Virchow-Robins perivascular spaces sugmenting the 
lake of C. S. fluid and finally it is largely reabsorbed 
into the blood from the venous capillaries. 
nilamide when given with the hyponotic salt solution 


Sulpha- 


will be carried through the inflammed tissue. 


It has been experimentally found out by the 
author that when sulphanilamide is given with hypo- 
tonic salt solution intravenously the sulphanilamide 
concentration is higher in the blood than in the C. S. 
fluid but when the 
repeated the sulphanilamide concentration 
higher in the C. §. fluid than in the blood. 
shift to the higher concentration in the C. S. fluid 


whole process of injection is 
becomes 


A similar 


than in the blood is formed when sulphanilamide is 
given per mouth before the injection of salt solution. 
These experimental] results establish a rationale for 
the use of hypotonic salt solution containing sulpha- 
nilamide in the treatment of those types of infection 
of the central nervous system in which sulphanilamide 


has been known to be useful. 


The author reports an illustrative case of strepto 
meningitis completely recovering under the above 
mentioned treatment. The rate of injection is 10 c.c. 
of solution each hour per pound of body weight. 
However, more than 1 litre per hour should never he 
given. <A slower rate is advocated in cases compli- 
cated with nephritis. The strength of the 
is 0-375 per cent. sodium chloride. Treatment of 
5 hours’ duration with rest intervals of several hours 
between treatments are advised. The optimum dose 
of sulphanilamide has yet to be determined. 


solution 





OVERCROWDING IN MEDICAL PROFESSION DUE TO INADEQUATE 
SUPPLY FOR VILLAGES 


It is estimated that there are 35,000 to 40,000 
qualified doctors now practising in India, and al- 
though a porportion of one doctor to roughly 10,000 
of the population would appear to bé very inadequate, 
it is a fact that unemployment has become a serious 
problem among the younger members of the pro- 
fession. Careful enquiries, however, show that in 
many towns the proportion is as high as or higher 
than one to 1,000 and that it is the disinclination 
of members of an educated profession to settle in 
rural areas, is responsible for this apparent over- 
crowding. 

This statement occurs in the comments on the 
medical profession in India, made by the Director- 
General, Indian Medical Service, in the ‘‘Indian 
Medical Review’’, a publication just brought out, 


which gives, for the first time, in a compendious 
collection useful information bearing upon science 
and practice of medicine in India, and the facilities 
available for training and treatment. 


While the Central Government has responsibili- 
ties for medical research, port quarantine, higher 
medical education, and for medical and health affairs 
of areas under its direct administrative control, 
medical and health subjects are the concerns of the 
Provincial Governments. Despite the fact that there 
are numerous hospitals and dispensaries in the 
country, rural areas are still without adequate medi- 
cal provision. "Want of adequate funds is, no doubt, 
the principal cause to which the existing state of 
affairs may be attributed, but absence of facile means 
of communication and disinclination of the qualified 
medical men to settle in rural areas is also another 
reason. 


DISINCLINATION TO SETTLE IN VILLAGES 


This disinclination of the private practitioner to 
settle in rural areas is not peculiar to India, but is 
common to all agricultural countries. A professional 
man, who has passed successfully through an arduous 
and prolonged scientific education, is not generally 
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willing to reside in a remote country area, w' 
amenities are few and earnings meagre. 


Provincial Governments are doing their bes 
lessen as much as they can the sufferings of 
millions living in villages. Medical men are b 
encouraged to settle in rural areas. They are b 
given subsidies for the purpose and are allo 
private practice. Rural medical relief is at pre 
afforded through the agency of fixed and tou 
dispensaries, subsidized medical practitioners, 
qualified village school-masters, practitioners 
indigenous systems of medicine and Missio: 
doctors. 

Advisory Committees for hospitals function 
almost all provinces. Their activities are confined 
giving advice and making suggestions and also 


looking after the welfare of the patients, the Co: 
mittee thus forming a very useful liaison between the 


Government and the public. 


HospitaL SERVICE 


The following is a tabular statement of 


average area and population served by each hosjiti 


or dispensary :— 

The total number of beds available for mate: 
eases in the various provinces during the year 
was about 8,000. 

As against this, nearly three million wome: 
disabled temporarily or permanently every year 
result of pregnancy and labour, while mat 
deaths arising out of pregnancy number over 16( 
and the tragedy is that probably 80 per cent. of t’ 
deaths were preventable. 


X-ray facilities are also by no means adeq 
there being in India only 83 major and 47 mino! 
in the hospitals reported on. 


Facilities for radium treatment exist to a 


limited extent, the total quantity of radium avai’. 
being about 5131 m. gms. available only in Macr 


Bombay, Bengal, Punjab, Bihar, Assam, Orissa 
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ee OVERCROWDING IN MEDICAL PROFESSION Natuare ton 


Total number of Average grea Average popula- 
hospitals and (sq. miles). tion served by 
Provinces. dispensaries served by each each hospital 
hospital or or dispensary. 
dispensary 


Madras a = 126 41,217 
Bombay ca vr 180 41,940 
Bengal wr Kid 540 84,585 
United Provinces Be we 178 81,087 
Punjab os site 111 26,318 
Central Provinces nil se 291 45,212 
Bihar mas = 55 131 61,310 
Assam {8 we 160 25,188 
Sind me ne 429 35,991 
Orissa at 145 82,355 
Delhi wt ee 24 24 26,510 
North-West Frontier Province a 114 118 21,272 
Baluchistan nee ae 41 1,327 11,305 
Ajmer-Merwara ae = 10 271 56,029 
Coorg afi aan 11 145 14,848 


Expenditure on medical relief in the various provinces was as follows :— 


Expenditure on Medical Relief during 1936 
Provinces. 
Per capita. Per square mile. 
Ss 2. Rs. A. 
7 53 2 
9 65 7 
84 0 
29 0 
51 
13 


Madras 

Bombay 

Bengal 

United Provinces 

Punjab ~ 
Central Provinces & Berar 
Bihar 

Assam 

Sind 

Orissa 5 
Delhi wae a 1,272 0 
North-West Frontier Province ie é 70 O 
Baluchistan a sam 4 9 
Ajmer-Merwara 63 0 
Coorg 71 9 
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Delhi, besides the small quantities in the hands of A complaint frequently made against the admi- 
private doctors. nistration of Indian hospitals, is that large number 
of patients who can really afford to pay are treated 

Free TREATMENT FoR THE Poor free of charge. The problem is not simple, because 

Poor and indigent patients, both indoor and modern scientific medicine is costly, and although a 
outdoor, are given free medical and surgical treat- person may not be indigent as regards the ordinary 
ment in all provinces in India. necessities of life, he often is in respect of even 
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minimum requirements when sick. On the whole the 
revenue obtained from the payments of ordinary 
patients, says the Director-General, is not large, but 
fees paid by patients occupying private or paying 
wards should cover the cost to Government or the 
Hospital Management and in general do so. 


Few private Nursing Homes exist in India, except 
in Calcutta, Madras and Bombay. In Bombay a 
legislation on the lines of the Nursing Homes Regis- 
tration Act of Great Britain to provide for registration 
and inspection of Nursing Homes is under contempla- 
tion. When passed into law this measure should 
considerably improve the situation. 


Nursinea in InpIa 


There is considerable dearth of the right sort of 
material for training as nurses. The caste Hindus 
have for decades looked with disfavour upon nursing 
as a profession, though the prejudice is slowly break- 
ing down. 

Since 1934 a considerable change has taken 
place in the outlook of the Central and Provincial 
Governments. Nurses’ and Midwives’ Registration 
Acts have been passed in Madras, Bengal, United 
Provinces, Central Provinces, Punjab and Bihar. 

In practically all the nurses’ training schools 
in British India, the three years’ period of training 
for nurses has been adopted and most hospitals work 
very closely on the comprehensive syllabus laid down 
by the Central Nursing Council of England and 
Wales. Where this syllabus is adopted, there are 
two examinations. The preliminary one can be taken 
at any time after the completion of one year’s train- 
ing, but is usually taken at the end of eighteen 
months and the final one on completion of three 
years’ training. 


InpIGENous MerpicaL SystTEMs 


For sometime past there had been a demand 
from the public of the Bombay Presidency for the 
recognition by Government of the Ayurvedic and 
Unani systems of medicine. There is accordingly 
now under consideration in the Bombay Legislative 
Assembly, a Bill which provides for the establishment 
of a Board of Indian systems of medicine and for 
the recognition by law of certificates given by regis- 
tered practitioners of these systems. The Board is 
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to prescribe the course of training and qualifying 
examinations, and no person shall be eligible f 
registration unless he has passed such an exam! 

tion. 


The Madras Government have already giver 
certain amount of recognition to the practitioner: 
the Indian systems of medicine, by appointing hol: ers 
of the diploma in medicine of the Government Invi: 
Medical School, Madras, as subsidized medical pri cti- 
tioners in rural areas. 


The Punjab Government have appointed a ( 
mittee to suggest means by which necessary pr 
tion can be given to such practitioners. 


The United Provinces contemplate adopti: 
system of Vaids and Hakims, and a scheme 
subsidizing Vaids and Hakims is under consid ra- 
tion. 


MepicaL TRAINING FACILITIES 


Medical Colleges built at Government ex] 
were established in India at Calcutta and Madr: 
1835, but it was not until 1906 that the need 
higher teaching of a university standard was gene 
recognised. There are now ten University medic: 
colleges, including one exclusively for won. 
established in India, while post-graduate trainin 
imparted at the School of Tropical Medicine, Caleu't 
the All-India Institute of Hygiene and Public Heath, 
Calcutta, and at the Malaria Institute of Karnal. 


While the Lady Hardinge Medical College, ‘e 
Delhi, is meant exclusively for women students 
most of the other colleges, a few seats are reserve 
for women, and there are 322 such students at t!ies 
other colleges. 


Though at the Lady Hardinge Medical Coll:g 
Delhi, students are admitted from any part of In li: 
at other medical colleges seats are primarily rese 
for local cadidates. This Provincial preference m: 
that students of many areas cannot obtain a hi, her 
medical education in India. Residents of In’ 
States, Central Provinces, North-West Frontier |’: 
vince, Delhi and the centrally administered areas 
especially affected, and the time has come, says 
Director-General, Indian Medical Service, when ‘he 
establishment of a new medical college in Delhi or 
at some other central place must be seriously con- 
sidered. 
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PLEA FoR HicH STANDARD 


The first medical school in India was established 


in Caleutta in 1822. There are now 18 Government 


aud 9 non-Government schools in British India, train- 
ing a class of medical men and women known as 


licentiates or Sub-Assistant Surgeons. Several 
schools began as Unani and Ayurvedic teaching insti- 
tutions, but all of them have abandoned this system. 


The considerations, says the Director-General, 
which have prevailed so far in continuing the licen- 
tiate course of studies no longer exist. Higher 
scientific education has become popular and there is 
not likely to be any dearth of well-qualified candi- 
dutes for admission to the Medical Colleges. The 
time has, therefore, arrived for adopting a uniform 
standard of medical education. The Government of 
Madras have already decided that with effect from 
1938 fresh admissions to the Stanley Medical School, 
Madras, and the Lady Willingdon Medical School for 
Women, Madras, should be stopped. The former in- 
stitution will be converted into a medical college for 
men and women. 


STANDARDIZING MeEpIcAL E\pUCATION 


The Medical Council of India was brought into 
existence by the Indian Medical Council Act of 1933, 
which placed on it responsibility for the maintenance 
of a uniform minimum standard of higher qualifica- 
tions in medicine for the whole of British India. The 
Council carried out a detailed inspection of all the 
Indian Medical Colleges and their examinations, and 
as a result, the medical qualifications of all the 
Universities except those of the Andhra University, 
have now been recognised. 

The Medical Council of India has also framed a 
series of recommendations for professional education, 
which now govern the requirements and standards of 
University medical education in India. 


The furtherence of the recognition of the Indian 


OVERCROWDING IN MEDICAL PROFESSION 


Vout. VIII, No. 3 
DECEMBER, 1938 


medical qualifications in countries outside British 
India, with its corollary, the reciprocal recognition 
in this country of approved qualifications of such 
countries, is another function of the Council. Non- 
Indian qualifications recognized by the Council till 
now, are only those which have been accepted on a 
basis of reciprocity. The General Medical Council 
of Great Britain has accepted for registration in the 
United Kingdom all by the 
British Indian Universities, 
proved by this Council. 
There are also various Provincial Acts of Medi- 
cal Registration which provide for the formation of 
a Medical Council in each province, where such 
legislation obtains, and the registration of qualified 
medical practitioners. The functions of these 
Councils include, in addition, the supervision of medi- 
cal education, inspection of examinations, exercise 


the degrees granted 


which have been ap- 


of disciplinary control over medical practitioners and 
that of advising the Local Government in regard to 
the recognition of the various medical qualifications. 


PROFESSION OF PHARMACY 


A close study, says the Review, irresistibly points 
to the pressing need for immediate improvement of 
the situation in regard to the profession of pharmacy 
in India and to the manufacture, sale and import 
of drugs included in the British Pharmacopeia as 
well as of those which are known and approved. 


Both Bengal and Madras have instituted ad- 
vanced courses in Pharmacy, but they are not popu- 
lar, mainly because future re- 
munerative employment are meagre. 
solution, says the Director-General, would be to insist 
upon a reasonable standard of general education, 
such as is guaranteed by passing the Matriculation 
Examination of an Indian University, an adequate 
course of training, including apprenticeship of not 
more than 9 to 12 months, and properly organised 
Provincial examinations. 


the prospects for 
The probable 





THE PROBLEM OF TUBERCULOSIS IN INDIA 


Capt. P. N. 
New 


The statement that ‘‘ India is an epitome of the world ”’ 
is also true in so far as the state of Public Health in India 
is concerned. Any health problem that confronts any country 
in the world, confronts India as well, with this difference that 
whereas any given country may have only one or the other 
problem, India has got all the problems that the countries in 
the world have collectively together. Of late tuberculosis, 
especially pulmonary tuberculosis, has assumed a major health 
problem in India, so says the report of the Public Health 
Commissioner for the year 1935. It is also corroborated by 
the experience of the general medical profession in India. 
Though elaborate and complete statistics are not available, 
the indications are that a large percentage of the popula- 
tion is dying every year of this fell disease. The ravages 
of the disease are not so very apparent to the lay public, 
because the deaths are not so dramatic and not so numerous 
all at once, as those caused by the usual epidemic diseases 
such as cholera, plague, small-pox, etc. But dramatic or 
not, the fact remains all the same, that a large number of 
people is falling a victim to the disease every year. 


A study of the Public Health Commissioner’s report for 
the year 1935 gives us an idea of the different health 
problems confronting the country at present. The mortality 
rates of the three main epidemic diseases mentioned above 
have definitely come down, yet they take a heavy toll of life 
every year. This diminution of the mortality rate is mainly 
the result of preventive measures, however scanty they might 
be, adopted by the public health bodies. Of course to a 
certain extent, it is also biological—the people in the endemic 
areas, by constant recrudescence of the disease, have acquired 
some sort of natural immunity against them. Consequently 
they escape infection. 

In India registration of births and deaths is not very 
strictly done and therefore no accurate data is available but 
the figures that can be collected are simply staggering. Some 
figures in this connection given below will help in clearly 
grasping the situation. In 1935, 6,578,711 people died in 
India of which cholera accounted for 2,17,000, plague for 
32,000, small-pox for 91,000, malaria for 16,80,000, infantile 
deaths 1,250,000 and maternal deaths 150,000. Exact figures 
for leprosy and tuberculosis are not available, but conclusions 
from isolated facts reveal a very bad state of affairs. Each 
of these five causes of death—malaria, tuberculosis, leprosy, 
infantile mortality and maternal mortality—constitutes a 
major health problem of the country. As I have already 
pointed out, deaths due to these causes though appalling in 
number, do not attract the attention of the general public 
and as such the people and so the State were peculiarly 
apathetic to these problems. But the days are now changing 
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and both the people and the Government have begun to 


to check the onslaught of the diseases. 


Here I am concerned with tuberculosis alone an 
propose to deal with its different aspects with special refer: 
to India. 

1. Tuberculosis is spreading in India. Tuberculosis i 
olden times was known as the White Plague from its b 
chiefly found amongst the white races. This was reall 
misnomer. Tuberculosis is a disease which was preva! 
amongst all people at all times throughout the world fr 
time immemorial, the degree of incidence and death mi; 
have been different at different times amongst different peo) 
Hippocrates and Socrates had mentioned this disease 
their writings; so also we find references of this disease in 
Charak and Susruta, the oldest medical books in India. ‘1! 
white races were suffering from this disease in large num| 
not because they were more susceptible to the disease | 
because they began to live under modern urban conditions 
much earlier than the other races and it is well known tii: 
tuberculosis thrives better in the industrialised urban areas. 
Modern civilization demanded the growth of industries. 
fact, the more a country developed its industries the higher i 
rose in the scale of civilization. People gave up ploughs 
joined the industries. As a result new cities sprang up 
old cities grew larger round these industries. The peopl 
these cities had to live in small space huddled toget! 
Consequently congestion with all its ill effects—vitiated ai 
want of sunlight, etc., became the order of the day. 
usual food of the people was not sufficient to meet the n 
of the population—it became dear and consequently 
general population of the city had to fall back on cheap f 
of sub-standard nutritive value. The nett result was that 
general health of the city people fell much below the stand 
and they became easy prey to tuberculosis and some ot! 
allied diseases. This state of changed conditions of life c 
on much earlier amongst the white nations of Europe 
consequently tuberculosis appeared much earlier amongst t! 
people in larger proportions. 

Recently in 1928 the Health Committee of the Leagu 
Nations carried some investigations on tuberculosis wit 
view to undertake a general study in various countries on 
importance of the various factors influencing the tubercu! 
mortality. The investigation required exact and deta 
data on tuberculosis mortality going back as far as: poss: le 
and also on statistics influencing its course. 

The Health Committee selected the three Scandinavian 
countries, Denmark, Norway and Sweden mainly on he 
ground that very accurate and detailed data were available in 
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those countries for a long period. Denmark from 1871, 
Norway from 1867 and Sweden from 1860. 


Investigations showed that a steady migration from the 
villages to the city took place in all the countries from 1860 
onwards. As for example, in Denmark out of a population 
of 1,608,362 in 1860 for every 1000 people, 766 lived in the 
villages and 234 in cities, whereas in 1925 out of 3,434,555 
persons for every 1000 people, 568 lived in the villages and 
432 in the cities. This is not due, as was proved, to an 
increased birth rate in the cities nor due to an increased 
death rate in the villages. It is due mainly to migration 
from the villages to the cities. Along with the increase in 
population in the cities, the incidence and death rate, due to 
tuberculosis and particularly due to pulmonary tuberculosis, 
begin to increase from 1860 upwards till it reached its 
fastigium in 1890-95, when the rate began to decrease again 
till in 1925 the death rate in Denmark fell by 60%. From 
1860 the population in the cities increased by migration from 
the rural districts (of course the general population of the 
country as a whole also increased). Along with this, the 
incidence and death rate of tuberculosis also increased, as the 
not know anything about tuberculosis and no 
precautions were taken. In 1882 Koch discovered the bacillus 
and proved its infectious nature. Since then the people and 
the State began to adopt preventive measures—the result of 
which was a fall of death rate in 1925 by 60%—certainly a 
great achievement for preventive measures. 


people did 


The second fact that was brought out was that the 
number of persons in the age group 15 to 30 living in the 
cities are much more than the corresponding number of 
people of the same age group living in the villages. This 
fact explains to a certain extent at least the increased 
incidence and death rate amongst people of this age group in 
the whole country—tuberculosis being a disease of the 
urbanised areas, attacks a Jarger number of young people of 
this age group living in cities. 

What is true of Denmark is true of any other country in 
the world. 

Tuberculosis was never a menace to India. It is only 
within the last 25 years that it has assumed a huge propor- 
tion so as to constitute a major health problem of the 
country. Along with the advent and advance of modern 
civilization with all its accompanying vices and virtues, old 
cities are growing in volume and new cities are springing up. 
People from the villages are migrating to the cities in 
large numbers and are living there permanently. Nature 
protected these people while in villages but this protection 
was denied to them, while in cities without, however, provid- 
ing any facility to live a hygienic life as are being done in 
the much more advanced countries of Europe and America. 
The result is that tuberculosis is slowly but certainly taking 
its toll in larger numbers. Unlike other countries 90% of 
India’s population live in villages, only 10% living in cities. 
Each and one of this 10% of the population is thus com- 
pletely unprotected and is therefore open to tuberculous 
infection. 

But the remaining 90% of the population are also not 
safe, though living in the villages. They have no natural 


THE PROBLEM OF TUBERCULOSIS IN 


INDIA y 


fou. VIII, No. 3% 
DECEMBER, 1938 


immunity like the Jews, neither have they acquired any arti 
ficial immunity, partially at least, like some of the European 
nations of the present day. As I have already mentioned a 
constant recrudescence of the a certain place, 
induces artificial immunity amongst the population. But 
tuberculosis being comparatively unknown in rural India up 
till recently, the people have acquired no immunity at all 
against the disease. As such this 90% of the population 
living in rural areas can and do easily fall a prey to the 
disease and unfortunately this has been borne out by facts 
A survey of the District of Darjeeling in 
ducted a few years back and it was found out that the death 


disease in 


Bengal was con 


rate due to tuberculosis in this district, which is mainly rural 
and is by no means industrialised, is second only to that of 
the city of Calcutta in the whole province of Bengal. 


Conditions of life in India, both in the cities and in the 
villages, for various reasons, are such that the people fall an 
easy prey and succumb to it at the slightest attack by any 
People are poor, they are mostly illiterate and they 
Perforce 


disease. 
are conservative and cannot move with the times. 
they adapt themselves to an artificial life and they cannot by 
circumstances and they will not by illiteracy and conservatism 
give up their old habits. 
penalty. 


Consequently they have to pay the 


be the 
that the reaction of the ordinary rural population in India to 
infection with the tubercle bacillus is 
with the primitive The modern improved conditions 
of the means of conveyance have 
brought the villages and towns nearer to each other 
infection is very easily carried to the villages from the towns. 
Once infection is introduced in the rural villages it is almost 
certain to spread rapidly and to cause a heavy morbidity and 
mortality. Whatever might be the extent of infection 
amongst the city dwellers in India, there is evidence to show 
that infection is spreading amongst the great mass of the 
rural population of India. Thus the signs point out that the 
36 millions of people in India are all liable to suffer very 
badly from tuberculosis if no protection is given to them. It 
has therefore become imperative that some preventive 
measure must be adopted to save the people this 
disaster. 


But whatever might cause, evidence is positive 


such as is associated 
races. 
roads and the improved 


and 


from 


2. The next point to consider is that tuberculosis is an 
infectious disease which causes a great loss to the nation by 
its heavy morbidity and mortality. 

A person gets the disease and is likely to infect others 
who come in contact with him until cured. 
He or she does not transmit the disease to his or her offsprings 
through blood. It is only his or her sputum which carries the 
infection to others. 


he dies or is 


In cholera or plague, the patient dies or is cured in a 
short time and the source of infection is thus removed quickly, 
and naturally it does not constitute a danger for a long 
period. But this is not the case with tuberculosis. The 
tubercular patient gets cured or dies after suffering for a long 
time. Consequently he or she lives amongst the community 
in an infective condition for a pretty long period and during 
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this long period of his/her captivity he/she spreads infection 
on all sides. Tuberculosis thus kills and spreads, and 
spreads and kills. Its main danger, therefore, is its power to 
infect others. 

It also attacks people more in the age period from 15 to 
35 and death rate due to this disease is the largest amongst 
people of this age group. The nation thus loses a large 
proportion of its young members who are the real pillars of 
strength on which the nation stands. Consequently tuber- 
culosis weakens a nation in all its spheres of activity. 

Another bad effect of this early incidence can be stated 
thus :— 


A person is earning or is about to earn or is just making 
himself fit to earn and then he gets the disease. Either he 
dies—this means direct economic loss to the community, or he 
survives but then he is maimed and cannot earn his liveli- 
hood or can no more make himself fit to earn his livelihood. 
Consequently he becomes a burden on his relatives and then 
on the community. 

3. The third important point is that tuberculosis is 
preventable. 

A person once infected with tuberculosis may die or be 
maimed for life but his infection may be entirely prevented. 

This is a great achievement of modern science. The 
science may have failed to effect a rapid and sure cure but 
it has succeeded admirably in preventing the disease. 


A review of the anti-tuberculosis work in Great Britain, 
Norway, Sweden and Denmark conclusively proves the 
effectiveness of anti-tuberculosis campaign. The preventive 
measures have resulted in reduction of death rate 68% in 
Denmark, 54°8% in Norway and 556% in Sweden. The 
figures for Great Britain are not available. 


ANTI-TUBERCULOSIS WoRK 


Anti-tuberculosis work literally means work whereby 


incidence of tuberculosis is prevented. It also includes 
the work to cure the disease itself. How the actual 
cure will be effected, whether by A. P. or by thoracoplasty, 
or by gold injection, or by anything else—these do not come 
under its purview. Anti-tuberculosis work therefore refers to 
prevention of incidence of the disease and also to cure of the 
actual disease, which serves as source of fresh infection. 

The details of anti-tuberculosis work, which in my 
opinion should be adopted in India are as follows: 


1. The first and foremost point is that the health of the 
general population must be improved. 


This is a tremendous task and it requires the marshalling 
of all the forces of a country—social, economic, political and 
medical. The State should take the initiative and the 
general public should also come forward and co-operate with 
the State. The health problem may be tackled in the follow- 
ing ways:— 

(a) Some social customs must be reformed—as for 
example, child marriage should be stopped—of 
course Sarda Act has been passed but it should 
be strictly enforced. 
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(6) Purdah must disappear. 

(c) The joint family system which helps overcrowd 
with its concomitant evils must go. 

(d) The air the people breathe in must be pure @: 
healthy. 

New cities should be built in such a 
house shall have sufficient air and light. Besides there s 
be open spaces in the form of play grounds and open gard:: 
scattered throughout the cities. It will of course requir 
little imagination and a little ‘heart’ on the part of 
builders. I have been tempted to write these lines as I h:\ 
had bad experience at New Delhi. 
recently on an open space of land entirely according to {| 
but look at the holes constructed for the purposes of dwell 1 
by the poorly paid peons and other menials. There 
space, there was money, even there was imagination but 
only thing that was not there was ‘heart.’ The builders 
not care for the health of these poor people. 


Old cities should be remodelled on 
stated above. 


This is so far as the cities are concerned. 
measures as regards these housing problems should be ado; 
also in respect of villages as well. I have good experienc: 
villages of Bengal and also of Northern India. So far as 
and light are concerned, households in Bengal villages do 
require much alteration. 
separate from others, there are two or three open court ya! 
and beyond these there are many square yards of open spac 
But this is not so in Northern India where all the familie 
a village live huddled together in a very small space 
again this space is surrounded by mud walls. Such arrai 
ments shut out all air and light from the dwelling hou 
and all other scourges of congestion that we generally meet 
cities are always present there without the amenities, h 
ever small they may be, of cities. 


modern lines 


Sanit 


I understand that the reason why these villages 
Northern India are constructed in the way described, is t':: 
this affords protection to the villagers from dacoits 
bandits. If that is true, then remodelling of villages on 
lines of Bengal villages will not take place unless the Si 
can give full protection to the villagers. 


(e) People should be given food of proper nutri 
value. 

Research should be undertaken to find out a stand rt 
food containing the different food principles, such as prot 
carbohydrate, fat, vitamins, water, salt, etc., suitabk 
people living in different parts of the country. The differ r 
kinds of foodstuff growing in different parts of the coun 
must be analysed and their food values determined. Religi 
scruples in respect of food should be discarded. Populat! 
is growing and it is expected, if the present rate of nat 
growth continues, it will reach 500 million mark in 1950 ‘ 
it has been calculated that even if all the cultivable la 
available in India are cultivated, the food production will 
be able to cope with the increase of population and there ©’ 
then certainly be a shortage of food stuff in India. 
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It is a_ city built v ry 


There, each house (room) is entir ly 


If it doe 
actually happen, diseases consequent to malnutrition, pa ti- 
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cularly tuberculosis, will then thrive, in spite of all efforts at 
preventive measures. So research from now on, should be 
aimed at increasing the nutritive value of the foodstuffs. 


The State Nutritional Research Department and the 
State Agriculture Department should, therefore, co-operate 
with each other and then assist the cultivators in producing 
the best kind of food in the largest amount, i.e., food produc- 
tion must be improved quantitatively and qualitatively. 

(f) People should be educated in’ ordinary hygiene. 
This education should be started from the begin- 
ning of their lives. Primary education should, 
therefore, be made compulsory throughout the 
country. 

The above measures, if adopted, will build the body and 
make it strong enough to resist the invasion of not only 
tuberculosis but many other diseases. Unless this is done 
no preventive measures against tuberculosis, nay against any 
disease, are likely to achieve any great success. Multiplica- 
tion of tuberculosis sanatoria, hospitals and dispensaries all 
over the country are no doubt desirable if not essential, but 
none of these goes to the root of the matter. The first 
essentials for the prevention of any disease are a_ higher 
standard of health, a better physique and a greater power of 
resistance to infection. All the above suggestions presuppose 
that the standard of living in India should be raised and this 
means that individual income of the population must increase. 
Here comes in politics and I want to make suggestions. I 
may only point out the fact that the average income of an 
Indian is only Rs. 108/- per annum, whereas that of an 
Englishman is Rs. 2,432/-. The State must find out how the 
income per capita can be increased. Now I shall deal with the 
second part of the anti-tuberculosis campaign that directly 
comes under its sphere. The already diseased persons must 
be treated and cured so that the source of tubercuosis may be 
completely removed. It has been definitely established that 
the vital forces of a healthy body are generally sufficient to 
repel the attack by a small dose of the tubercle bacillus, 
but are liable to be defeated by a heavy dose. But a weak 
body easily falls a prey to even a small dose of the bacillus. 
A question then may be asked, if the healthy body can 
resist an attack by the tubercle bacillus then the measures to 
improve the health will be sufficient for prevention of the 
disease and attention should be paid only to improve the 
general health. 

In practice, however, it has been found that in spite of 
all efforts to improve the general health of the people, some 
will always remain with a substandard health, i.e., weak 
health—they will therefore be an easy prey to tuberculosis. 
And again, it has been seen that a very healthy man for 
some reason or other, sometimes. succumbs to the disease. 
Hence the importance of dealing with the source of this 
heavy dose of the bacilli, simultaneously with the attempt to 
improve the general health of the people. 

This being so, the question then comes, what is the 
source of this heavy dose of the bacillus? There are generally 
two great sources—a person suffering from the disease and 
the other is the milk from a tuberculous cow. But cow’s 
milk does not constitute a factor at all in India in producing 
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tuberculosis in man for two reasons—bovine tuberculosis is a 
very rare event in India and then milk is almost always 
boiled before it is consumed. For the same reason the flesh 
of tuberculous cattle as an article of food is not regarded as 
an important source. 

The most important source of infection in India then is 
the person suffering from active tuberculosis of the lungs. 
Such a person infects others with the discharges from his 
lungs, which are full of tubercle bacilli. The patient con- 
stantly coughs and brings out the sputum, heavily charged 
with the bacilli. These bacilli are scattered when the sputum 
becomes dried and they lie about the surface of the patient’s 
body or they are projected directly into the air along with 
the particles of moisture when the patient coughs, sneezes 
or even speaks loudly. Other minor sources of infection are 
the urine and feces containing the bacilli as the result of 
active lesions in the urinary and intestinal tracts. Bone and 
glandular tuberculosis are not infectious, so long as the 
infected parts do not throw out any discharges. 

Having determined that the source of infection is the 
person suffering from pulmonary tuberculosis, the next task 
is to find out the patients and treat them, if possible, in an 
isolated hospital. 
the statistics of tuberculous patients is a 
The country is 2000 
It covers an area 


To collect 
stupendous task in a country like India. 
miles in length and 2500 miles in breadth. 
of 1,808,679 square miles and its population is 352,837,778, 
go% of which lives in villages and 10% in towns with muni- 
cipalities. There are 11 autonomous provinces and 5 centrally 
administered areas, besides, about 600 Native States. Again, 
there are two other Governments, viz., Portuguese 
French and also the independent states of Nepal and Bhutan. 
There are many religions some of them enforcing strict 
purdah on_ their People are illiterate 
(roughly 93%) and naturally have superstitious clinging to 
their old customs. 

To collect the data under such conditions is really very 
difficult but still it has to be carried out. Provinces are 
autonomous and it may not be difficult for them to deal with 
the problem effectively. The number of patients suffering 
from tuberculosis will give an idea of the extent of infection. 
It will also help the authorities in dealing with sources of 
infection. 

Collection of statistics should be done entirely by the 
Government and certain legislative measures have to be 
adopted. The first general law that has to be passed is to 
make the registration of births and deaths compulsory 
throughout India. The first tuberculosis law will be the 
compulsory registration of patients suffering from any form 
of tuberculosis. This will not involve any great expenditure, 
the existing machinery under the direct control of the Govern- 
ment will be quite sufficient for the purpose. So far as 
Bengal is concerned this machinery, in my opinion, is quite 
competent to collect the statistics. I mention Bengal because 
I know Bengal better than the other Provinces and I think 
that other provinces also have similar machineries in 
existence, which can be utilised for the purpose. The pro- 
vince of Bengal, in the first instance, is divided into certain 


and 


votaries. mostly 
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divisions and divisions again into districts, districts into sub- 
divisions and each sub-division into some circles and each 
circle into so many union boards. Finally, each union board 
comprises 4 to 8 villages. These boards consist of members 
representing the individual villages and have offices located 
at the principal village. It realises a tax, the Union Board 
Tax from the villagers and maintain some officers, the 
village chowkidars or watchmen 3 or 4 in number per village 
—the numbers depending on the size and population of the 
villages. The president of the board is the chief executive 
officer and is an honorary worker. The Government then 
appoint stipendiary administrative officers, -the circle otticer 
in charge of a circle. A qualified sanitary officer is also 
appointed for each circle. The sub-divisional officer is in 
direct control of the circle officers and he himself is then 
subordinate to the district magistrate. If I remember it 
aright, each District Board appoints a health o‘fcer who is 
supposed to be in charge of the Public Health of the district. 
This is a perfect machinery—the District Board health officer 
in conjunction with the Union Board offices can easily control 
the required registrations. The difficulty might arise in deter- 
mining the exact causes of deaths and the exact diagnosis in 
cases of tuberculosis patients. But this difficulty may be 
easily overcome. Ordinarily the Union Board officials will 
register the cases of patients suffering from tuberculosis on 
the strength of certificates given by the attending physicians. 
In case of doubts the sanitary officials who should be medical 
men properly trained in public health as well, will investi- 
gate and finally there is the district medical officer. 


In this way the existing machinery can be very well 
utilised for keeping a very accurate statistics in rural districts 
at least in Bengal and I presume everywhere else in India a 
similar machinery exists, may be under a different name, and 
this machinery can be easily utilised for the purpose. 


The second tuberculosis law should be the compulsory 
notification of tuberculosis, especially of the lungs to the 
proper authorities (Union Boards and the like) by all medical 
men, indigenous or trained in modern sciences. Every 
medical man trained or indigenous is quite competent to 
recognise a case of pulmonary tuberculosis so it will not be 
a difficult task for them to report properly. 

On account of purdah, difficulty may arise with female 
patients, those that are receiving some treatment present no 
difficulty at all because the attending physician will certify 
for them but those that are receiving no treatment at all and 
yet are suffering from pulmonary tuberculosis and then observ- 
ing purdah may be a real difficulty but these may be very rare 
cases. Supposing these cases do exist, the difficulty can be 
got over by giving a little training to the dais. I understand 
Government or the District Board have appointed or are 
going to appoint properly qualified dais for maternity 
purposes in every Union Board. These dais may be given a 
little training in matters concerning T. B. and they may 
quite easily assist the authorities in collecting the proper 
statistics. A house-to-house visit by either the chowkidars 
or the dais will be required—they shall be accompanied by 
the Union Board member or members representing the village. 
A copy of the last census for the particular locality will be 
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helpful in this matter. This house-to-house visit may be 
made once in every 5 years or as necessity arises. 


The same procedure also should be adopted in the ca: 
of towns. 


1. Compulsory registration of births and deaths. 


2. Compulsory registration of cases suffering from tuber- 
culosis. 

3. Compulsory noiification of infectious diseases part 
cularly pulmonary tuberculosis by physicians belonging 
any school. 


4. A house-to-house visit to find out incipient 


advanced cases. 


For this purpose several officers may be appointed, «1 
least a qualified medical man and a medical woman. Threy 
should be accompanied by the member of the Municipal Boa: 
representing a particular ward when visiting that ward. 
copy of the last census report for the town will also help t 
officers in arriving at a correct decision. 


The Municipal Health Officer should be held responsi! 
for the maintenance of this register for the town, while t! 
District Health Officer will be responsible for the register { 
tural area. 


Having collected all figures for the town and rural are: 
the next task will be the treatment of the cases. For tl 
purpose the first step is the sifting of cases. Some w 
require sanatorium treatment, some hospital treatment, some 
treatment at the city clinics and some at their own house 
A central dispensary under a fully qualified doctor, to be 
called the chief tuberculosis officer will be established in the 
city where this sifting will take place. Each district tow: 
besides the central one, should have one or more clinics inside 
the municipal area depending on the requirements and a fully 
equipped tuberculosis hospital. Each sub-division should 
have at least one tuberculosis clinic. Sanatoria should le 
established in suitable places to serve the purpose of the 
whole province. The district organisations should be sel!- 
sufficient ones—each having a fully equipped T. B. hospit 
and one or two clinics. The sanatorium will be a provinci 
one or, if necessaay, for the time being, inter-provincial ones 
serving the whole country. The Director of Public Healt) 
will be the head of all the organisations in the province. J: 
the district the chief tuberculosis officer will be the head an! 
will be in charge of the clinics and hospitals. The municip 
health officer and the District Board health officer will pass 
the registers on to the chief tuberculosis officer who wi 
maintain them. 


Specialists shall be appointed in sole charge of the 
hospitals and clinics in district towns, sub-divisional town 
and other places. They will work under the chief tuberculos’s 
officer. Clinics may also be established in places outside tl 
sub-divisional town, if there is a necessity. The whole schen 
will be under the control of a Provincial Tuberculosis Board— 
small boards for the districts will control the district work 
All the bodies—the Government, municipalities, distri: 
boards, and other organisations doing anti-T. B. work suc! 
as the Red Cross Society, the Missionary Bodies, the Rail- 
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ways, etc., should work in unison and the board should 
consist of members representing these bodies. The Director 
of Public Health as stated before shall be the executive head 
of this provincial body and similarly the chief tuberculosis 
officer of a district will be the executive head of the district 
tuberculosis board. The district tuberculosis boards will be 
autonomous ones, so far as the administration is concerned. 
The provincial boards will deal with matters concerning the 
broad principles and finance. In order to co-ordinate the 
activities of the different provincial tuberculosis boards a 
central tuberculosis board may also be formed for All-India. 

In matters of fees from the patients, these hospitals and 
clinics will be run on the same principles as the ordinary 
hospitals, i.e., usually the treatment will be free excepting 
those cases who can afford to pay. The board will meet all 
the expenses. The income of the boards will depend mainly 
on grants from the Government and the municipalities, the 
district boards and other national organisations. The staff 
should not be highly paid. In a national campaign like this 
anti-tuberculosis one, this must be avoided. The staff should 
be given only subsistence allowance with good provision for 
insurance and provident fund—in fact, the workers will have 
to work in a missionary spirit with no prospect to become 
I think there will be no dearth of such men in 
The next step is, I 


millionaires. 
the country if a proper appeal is made. 
think, the most difficult one. 


If the organisers know the number of cases and their exact 
location and the hospitals and clinics and sanatoria have been 
established to receive the patients for treatment and fully 
qualified staffs have been appointed, will the patients now like 
to come to the hospitals for treatment? The people are gener- 
ally illiterate and superstitious and have a natural dread of 
the hospitals—they will die but still will not like to receive 
any treatment at the hospitals. Norway adopted a_tuber- 
culosis law by which the patients are compelled to come to 
the hospital. But such a law will prove disastrous to this 
country as was proved some 40 years ago, when such a 
procedure was adopted in Poona during an epidemic of 
plague. Conditions are still the same in the country in this 
respect. Denmark has adopted a better plan. If the head 
of a household, the husband or the wife is treated in State 
recognised T. B. hospital and if the family cannot earn a 
livelihood by its own means, the State arranges to grant the 
family sufficient relief for its maintenance. This assistance 
may be granted in various ways. It may consist, for instance, 
of direct relief in money for maintaining the home or it may 
take the form of a contribution for placing the children in 
healthy and good nursing homes, while perhaps the mother 
is being treated in a hospital. Through these provisions no 
head of a family is compelled to suspend treatment at an 
unsuitable time and go back to work in order to maintain 
the home. The effect of the provision is that in Denmark 
every patient requiring treatment for tuberculosis may receive 
it at a State recognised institute without regard to his ability 
to pay. 

Some such provisions have to be made by law in India, 
so as to induce the people to go to the hospitals. This 
Procedure will necessitate the establishment of nursing homes 
for children in the country. 
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TUBERCULOSIS HOMES AND SETTLEMENTS 
In some cases it may be that a patient does no more 
require hospital treatment, yet should not be sent back to 
his home; for cases the provincial tuberculosis board 
should establish some homes for keeping these people for 
some time. Again, some tuberculosis patients, after they get 
cured, should not resume their old duties but at the same 
time should earn their livelihood. Tuberculosis settlement 
will help these unfortunates. 


such 


CONTACTS 


The case of contacts, i.e., those people who have come in 
contact with a tuberculosis patient for a certain length ol 
time should also receive attention. These are the potential 
victims of the disease and, later on, themselves become the 
source of fresh infection. The district tuberculosis board 
shall maintain a register of all such persons and put them to 
periodical tests. 

Another factor to consider is the belief of many authori- 
ties that the majority of individuals are originally infected in 
infancy or early childhood, either from the ingestion of bacilli 
from tuberculous milk or by the inhalation of bacilli from the 
dried sputum. Pulmonary tuberculosis is in adult life thus 
regarded as a late manifestation of a dormant focus already 
formed in the body in early childhood. This manifestation 
is due either to re-infection or to activation by surrounding 
conditions. 

Special care has therefore to be taken of children born 
in a house with an open lung case. The children should at 
once be taken out of the house and sent to a children’s home 
and returned to the house only when the open case has been 
cured. The most susceptible period in a man’s life, to 
tuberculosis, is between the birth and one year and a halt 
and then again between 15 to 35 years. Removal of children 
from the vicinity immediately after birth is the only means 
the unfortunate children a chance of survival. 
combating 


to give 
Another method of 
periodical examination of schooi children both in the villages 
and towns, and keep a record of all open and suspecied 
cases. The open cases should at once be removed from the 
schools to hospitals or elsewhere. ‘Lhe suspected 
should be carefully watched. In Norway and Sweden, they 
have established many schools for these suspected cases and 
a special curriculum has been set up for them. 


tuberculosis is to make 


cases also 


definite 
this susceptibility is not known. 
campaign against 


Susceptibility to infection by tuberculosis is a 


fact. The exact nature of 
This fact should be carefully noted in a 
tuberculosis. Families having an inherited tendency to the 
disease should be well warned of this danger. The up-bring- 
ing of children of these families needs special care and occu- 
pation should be chosen for them when they reach puberty 
surroundings conducive to 


which keep them away from 


infection by tuberculosis. 

Other methods are the periodical examinations of those 
persons who are employed in places where they have to come 
in contact with a large number of people, such as teachers, 
nurses, waiters in hotels, etc. 
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Of course the ordinary methods of disinfection should be 
employed in houses where a tuberculosis patient lived or died 
and the contacts properly looked after. 

The whole subject may thus be summarised.—In dealing 
with tuberculosis, the four facts should be recognised, viz. :— 


1. That tuberculosis is an infectious disease. 2. That 
it causes great loss to the nation. 3. That it is preventible. 
4. And that it is spreading in India. 


Anti-tuberculosis work may be described under two snb- 
headings : — 

1. Indirect preventive work, such as the improvement 
of the general health by education, sanitation, reform of 
social customs, by increase of national wealth (increase of 
income per head per year), etc. 

2. Direct preventive work—such as the collection of 
statistics and then treating the open tuberculosis cases at 
isolation hospitals and sanatoriums. It also includes the care 
of the contacts and the children. 


The whole work should include the whole of India, 
British, French and Portuguese and the Indian States, both 
independent and under British suzerainty. 


This is the long and short story of anti-tuberculosis 
campaign to be adopted in India, as it has occurred to me as 
a medical man. India is a vast country with a huge popula- 
tion and naturally the task will be a stupendous one. It 
will not be possible to take up all the different details all 
at once. But if the work is begun in right earnest keeping 
the ultimate goal in view, a time will surely come when the 
ideas will be fulfilled and the country will reap the benefit. 


CERTAIN FACTS AND FIGURES REGARDING TUBERCULOSIS 
IN INDIA 


North-Western Frontier Province.-—Number of cases 
treated in hospitals has increased thus—3,110 in 1930, 5,707 
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in 1933, 6,429 in 1934 and 8,438 in 1935. Deaths registered 
in 6 municipal towns—315 against the population of 2,425,076 
of the Province in 1931. 


Punjab.—Deaths in 1935 10,170 (8,269 in rural and 1,901 
in urban areas) against the population of 23,580,852. 


Dethi.—Deaths—1,013 (925 in urban and 88 in rural! 
areas). Female death rate being double that of the male 
i.e., 630 against 383. Population—636,245. 


United Provinces.—Deaths—9g,325. Urban death rate is 


much more than the rural death rate. Population— 
48,408,763. 

Bihar and Orissa.—The problem of tuberculosis is said t 
be less acute in these provinces, probably on account of the 
lack of industrial development. Again this is the onl; 
province where the people live mostly in the villages—th: 
proportion being 1°7 to 98°3 per 100. Population roughly 
Bihar—42,000,000. Orissa—8,500,000. 

Bengal.—Deaths—16,524 (12,373 in rural and 4,151 i 
urban areas). Calcutta registered 2,856 deaths. Darjeeling 
recorded the highest district rate. Population—50,122,550. 


Bombay.—Death—24,778, urban rate is higher than th« 
rural rate, Karachi municipal T. B. Dispensary treated 9,00 


cases and Hyderabad 1,261 cases. House-to-house visits in 
Karachi revealed 541 cases in 23,790 houses. Pouplation— 


26,398,997. Sind—3,887,070. 


Madras.—77,412 cases of which 1,413 died, were treated 


in Madras hospitals. No figure obtainable for rural town 
and villages. A careful analysis of records of 15 municipa 
towns disclosed that 2,435 deaths were due to T. B. lungs 
Population—47,000,000. 


Assam.—Tuberculosis is reported to be on the increase 
Population—9,247,857. 


Ajmere-Merwar.—Deaths numbered 678 in 1935 and 35 
in 1934. Population—560,292. 
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PUBLIC HEALTH BILL FOR MADRAS 


[fhe Government of Madras have published their Bill for 
“ advancing Public Health in the Province of Madras.’’ The 
Bill contains 144 clauses dealing with every aspect of public 
health. The Hon. Dr. T. S. S. Rajan, Health Minister, is in 
charge of the measure. 


The Bill provides for the constitution of a Public Health 
Board for the Province, the statutory recognition of the 
Director of Public Health and the vesting of adequate powers 
in him for the effective discharge of his duties. Power is 
taken to compel the employment of health officers by local 
authorities and the earmarking of a definite percentage of 
their income for public health expenditure. 


STATEMENT OF OBJECTS AND REASONS 


“ 


The following is the text of the statement of objects and 
reasons, appended to the Bill: 

The proposal to introduce public health legislation in 
this Presidency has been under the consideration of the 
Government for many years. At one time, the view prevailed 
that it would be sufficient to make suitable additions and 
amendments to the Acts governing local bodies, namely, the 
Madras City Municipal Act, 1919, the Madras District Muni- 
cipalities Act, 1920, and the Madras Local Boards Act, 1920, 
and amendments were drafted on that basis. It was, how- 
ever, decided subsequently to introduce a compact, separate 
Bill containing such provisions as were essential for the 
advancement of public health, existing Acts being left un- 
altered as far as possible. A draft Bill was accordingly 
prepared in 1929 but its consideration was postponed, pend- 
ing the introduction of the constitutional reforms which then 
seemed to be imminent. The Bill was revised by the Director 
of Public Health in 1936-37 in the light of subsequent altera- 
tions in the statute law and other developments and the 
revised Bill reached the Government some months after the 
present Ministry assumed office. This Bill has undergone a 
careful and prolonged scrutiny, and important provisions have 
also been added to it. 


2. It is recognized that some of the provisions, for 
example, those relating to mosquito control, abatement of 
overcrowding, and venereal diseases, are of a somewhat 
advanced character and these provisions will be extended 
from time to time to such localities as may be ripe for them. 


3. The salient features of the Bill are as follows: — 

(1) The constitution of a Public Health Board for the 
Province; 

(2) The statutory recognition of the Director of Public 
Health and the vesting of adequate powers in him for the 
effective discharge of his duties. 

(3) The taking of power— 

(a) to compel the employment of Health Officers by 
important local authorities; and 


(b) to fix the scales and the conditions of service of 
the public health establishments employed by 
local authorities; 

(4) Provision that local authorities should earmark a 
definite percentage of their income for public health expendi- 
ture; 

(5) The imposition of an obligation on local authorities 
at the discretion of the Government to provide a sufficient 
supply of drinking water; and provision for the compulsory 
levy of a water-tax for financing water-supply schemes; 

(6) Effective provisions for securing proper drainage, and 
a sufficient number of public latrines, etc.; 

(7) The prevention and abatement of nuisances; 

(8) Adequate measures for the prevention and eradica- 
tion of infectious diseases; 

(9) The prevention, treatment and control of venereal 
diseases; 

(10) Maternity and child-welfare measures; 

(11) Mosquito control; 

(12) The reservation of areas for residential purposes, 
control over insanitary buildings and the abatement of over- 
crowding; 

(13) Registration of lodging houses; 

(14) Food control; and 


(15) Special provisions regarding fairs and festivals, 
including the levy of a pilgrim-tax in the case of water-borne 
traffic and of tolls on vehicles. 


Pusitic HeattH Boarp 


4. There is at present a Public Health Committee con- 
sisting of the Surgeon-General, the Director of Public Health, 
the Director of the King Institute, the Director of Town- 
Planning, the Sanitary Engineer, and the Secretary to the 
Government in the Education and Public Health Department. 
The object of this Committee is to secure co-ordination of 
public health work. It is now proposed to create on a 
statutory basis a Public Health Board with a different con- 
stitution. The Board will consist of seven members, namely, 
the Minister for Public Health, the Minister for Local Ad- 
ministration, a member elected by the Madras Legislative 
Council, two members elected by the Madras Legislative 
Assembly, the Surgeon-General and the Director of Public 
Health. The Minister for Public Health will be the Presi- 
dent of the Board, and the Director of Public Health its 
Secretary. 


5. It will be the function of the Board to advise 
Government on such matters as may be prescribed by rules 
made by the Government and on such other matters as the 
Government may from time to time specifically refer to it. 
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DIRECTOR AND His POWERS 


6. There is no provision in the existing law for the 
Director of Public Health exercising any statutory power of 
control and superintendence over the operations of local 
authorities. Such a power is considered necessary and is 
provided for by the Bill. Various functions have been speci- 
fically allotted to the Director under the Bill. In particular, 
the Director has been given a statutory right to recommend 
such measures as he may consider necessary for improving 
the public health administration in any local area of for safe- 
guarding the public health in such area, and the local 
authority concerned is laid under a _ statutory obligation to 
adopt such measures with a right, however, of making a 
reference to the Government if it disagrees with the Director’s 
recommendation. 


7. The Government have also been given power to define 
the powers and duties of the Director as well as those of the 
members of his staff. 


HEALTH ESTABLISHMENTS OF LOCAL AUTHORITIES 


8. Local authorities have been classified into (a) urban 
local authorities, and (b) others. Urban local authorities will 
consist of the Corporation of Madras, municipal councils, and 
panchayats specially notified by the Government. 


9. The Government have been given a discretionary 
power to compel the employment of Health Officers by local 
authorities which in their opinion should have such officers. 
The Health Officers will, in addition to the powers conferred 
on them by the Bill, exercise such of the powers and duties 
of the executive authority concerned in regard to public 
health matters, under the Madras City Municipal Act, 1919, 
the Madras District Municipalities Act, 1920, or the Madras 
Local Boards Act, 1920, as the Government may direct. 
Against the orders of the Health Officer in such matters an 
appeal will lie, in the case of municipalities to the Com- 
missioner and, in other cases to the local board. If the 
Commissioner reverses the order of the Health Officer, it will 
be open to the latter to require that the matter shall be 
placed before the municipal council for orders. It will also 
be open to the Health Officer to require that any decision of 
the municipal council or local board shall be referred to the 
Government for orders. The decision of the Government in 
such cases will be final. 


10. The Health Officer will be vested with an adequate 
measure of control over the members of the staff working 
under him. They are not to be transferred or punished 
except with the concurrence of the Health Officer, and in 
case of difference of opinion between the Health Officer and 
the executive authority, the matter is to be referred to the 
Director of Public Health for final decision. 


11. Power is also taken to appoint additional public 
health officers in cases of emergency. 


12. The scale of public health establishments of local 
authorities, the persons who should make appointments to 
such establishments, and their conditions of service, are also 
to be regulated by the Government. It is not however 
proposed to disturb the existing powers of the Corporation of 
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Madras, the premier local body in this Presidency in reg 
to its public health establishment. 


Ear-MARKING OF INCOME FOR HEALTH EXPENDITURF 


13. One of the most important provisions containe 
the Bill is that which requires every municipality to earn 
not less than 30 per cent. of the income from all sources 
public health expenditure, and every district board 
panchayat to earmark not less than 12} per cent. of 
income from all sources for such expenditure. The Gov 
ment have, however, been given power to relax this req 
ment where financial or other reasons render such a cc 
necessary. Power has also been taken to determine wh¢ 
any particular item of income or expenditure should or sh 
not be taken into account for this purpose. 


WATER-SUPPLY 


14. The Bill requires every local authority in respec 
which a direction is issued by the Government, to provi 
sufficient supply of drinking water for the consumption o 
inhabitants. 
laid on local authorities, provision is made for the levy 
water-tax. The levy will be obligatory if the Governmen 
require. All revenue derived from the tax is to be dev 
exclusively to works of water-supply. 


15. Provision has also been made for providing a 
tional sources of water-supply and also for preventing 
contamination of sources of water-supply. 


16. New dwelling houses are not to be permitted t 
occupied unless provision is made in the houses themselv« 
within a reasonable distance therefrom for a sufficient su; 
of wholesome water. 


DRAINAGE 


17. All urban local authorities are laid under an ob! 
tion to provide drainage systems so far as their funds per 
Power is given to the Government to issue directions to ! 
authorities to provide public drains in any area. 


18. Important provisions prohibiting: 
tion of cesspools on unsuitable sites, (b) the constructio 
houses without drains in urban areas, (c) the causing 
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With a view to implement the obligation tius 


(a) the construc- 


damage to drains, (d) the discharge of chemical refuse, «‘c., 
into drains, and (e) the pollution of streams, etc., mode'le 


mostly on the provisions of the Calcutta Municipal Act, 


(Bengal Act III of 1923) and the English law on the subjec 


have been incorporated in the Bill. 


LATRINES AND OTHER SANITARY CONVENIENCES 


19. All local authorities will, under this Bill, be u: 


an obligation to provide a sufficient number of suital 


latrines for the use of the public. Every buildng which 
be constructed or reconstructed after this Bill becomes 
will have to be provided with sufficient latrine accomm 
tion. Power has also been taken to require proper lai 
accommodation to be provided in existing buildings. 
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PREVENTION OF NUISANCE 


20. An exhaustive definition of ‘‘ nuisance ’’ has been 
incorporated in the Bill, and provision has been made for 
any person aggrieved by a nuisance as so defined, to complain 
to the Health Officer and for the taking of suitable action by 
the 'atter on such complaint. Provision has also been made 
for the abatement of nuisances by the local authority con- 
cern-d and the recovery of the cost of such abatement. 


21. Power has been taken to prohibit the use of houses 
which are unfit for human habitation. 


22. The easing of persons and the deposit of rubbish, 
etc., in streets, etc., have been prohibited. In the former 
cases, the head of the family or household is to be held 
responsible for nuisances committed by members of the family 
or household. 


23. With a view to ensure the effective carrying out of 
the above provisions, the Government have been authorised 
to empower any of their officers to exercise the powers of the 
local authority or of its Health Officer in any local area in 
which the enforcement of such provisions is neglected. 


PREVENTION OF INFECTIOUS DISEASES 


24. The longest part of the Bill relates to infectious 
diseases. The provisions are largely based on those of the 
English Public Health Act, 1936. ‘‘ Infectious disease ’’ has 
been defined in much wider terms than are to be found in 
the existing Acts and the following provisions have been 
made for their prevention and control :— 


(a) Local authorities are to keep such medicines, 
equipments and appliances as may be required 
by the Director of Public Health for the preven- 
tion and treatment of infectious diseases; 


(b) Provision for the appointment of additional health 
staff to cope with sudden outbreaks or threatened 
outbreaks of infectious disease; 


(c) Power to the Health Officer of the local authority 
to employ additional staff and obtain medicines, 
etc., where immediate action is necessary, differ- 
ences of opinion between the Health Officer and 
the local authority being referred to the Director 
of Public Health for final decision; 


(ad) Power of entering and occupying houses which are 
suitable for purposes connected with the preven- 
tion or control of infection; 


(e) The imposition of a duty on medical practitioners 
to report cases of infectious disease; 


(f) Power to the Health Officer to prohibit the use of 
water from suspected sources; 


(g) Power to destroy huts to prevent the spread of 
infection; 


(h) Power to close. lodging houses, etc.; 
(i) Power compulsorily to remove patients to hospitals; 


(7) Power to require verminous persons to free them- 
selves from vermin; 
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(k) Power to prohibit assemblies of 50 or more persons 
in certain cases; 

(1) Power to destroy rats, mice and other animals; 

(m) Prohibition of the use of public 
libraries and laundries by infected persons; 


conveyances, 


(n) Special disposal of the dead 


bodies of infected persons; 


provision for the 


(0) The conferring of special power by Government. 

based on the provisions of 

Bombay District Municipalities 

(Bombay Act III of 1r901)— 

(i) to order evacuation of infected houses; 

(ii) to enforce vaccination 
culations; 

(ii) to enforce quarantine; 

(iv) to restrict the 
articles exposed to infection; and 

(v) to order the closure of any existing markets 
and to appoint special places for the open- 


section 145 of the 
Act, 


Igo! 


and preventive ino- 


movement of persons and 


ing of new markets. 
VENEREAL DISEASES 


25. The Bill strikes new ground in regard to this matter 
and the provisions contained in it constitute 
attempt to deal effectively with the problem of venereal 
diseases. The following is a summary of the more important 
provisions :— 


an earnest 


(a) Local authorities may be required by the Govern- 
ment to arrange for the free diagnosis and treat- 
ment of persons suffering from veneral diseases; 

(b) Doctors have to report cases of venereal diseases 
to the Health Officer, by initials or number, that 
is to say, without disclosing the identity of the 
patient; 


(c) Doctors are required to instruct patients in the 
measures necessary for preventing the spread of 
the disease and to impress upon them the 
necessity for treatment; 

(d) Druggists or pharmacist selling drugs advertised as 
cures for venereal disease to persons other than 
medical practitioners, are to keep a register in 
which such sales are to be entered, with full 
particulars. The purchasers are also laid under 
an obligation to disclose to the Health Officer 
on demand, the name, sex and address of the 
person for whose use the drugs were purchased; 


(e) Power is taken to subject prostitutes to medical 
examination, but examination is to be conducted 
by women medical practitioners: 


(f) Medical practitioners are to report to the Health 
Officer cases of persons suffering from venereal 
disease, who refuse to undergo treatment or who 
discontinue treatment while the disease 
in a communicable stage; 


is still 


(g) Sufferers who expose others to infection are to be 
punished; 
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(h) The migration of venereal patients is to be reported 
to the Health Officers concerned; 

(i) Adequate provisions for ensuring secrecy have been 
made. 


MATERNITY AND CHILD WELFARE 


26. An obligation has been laid on local authorities to 
carry out such measures relating to maternity and child wel- 
fare as may be prescribed by the Government. 


Mosguito CONTROL 


27. Exhaustive provisions have been made tor prevent- 
ing the breeding of mosquitoes. The provisions will, however, 
come into force only on the extension thereof to the local 
area by a notification issued by the Government. Power has 
also been given to the Health establishments to enter and 
inspect premises for enforcing the provisions, for the Health 
staff executing the necessary works in default of the owner 
or occupier, and for the recovery of the cost of the execution 
of such works as if it were a property tax, for the protection 
from damage of anti-mosquito works erected on private pro- 
perty and the recovery of any damage caused to such works. 


ConTROL For RESIDENTIAL PURPOSES 


28. Every urban local authority is required, within a 
year of the Bill becoming law, to notify the localities, wards 
or streets which shall be reserved for residential purposes. 
The local authority may at any time add to the list of these 
localities, wards or streets. In areas so notified no fresh 
factories, workshops or workplaces can come into existence 
and the operations of existing factories, etc., may also be 
suitably controlled. 

29. Provisions for securing that new buildngs are not 
constructed on insanitary sites have also been added. The 
construction of back-to-back dwelling houses has been speci- 
cally prohibited. 

30. Dwelling houses which are unfit for the purpose of 
human habitation may be ordered to be vacated until they 
are rendered fit for such purpose. 


31. Power has been taken to make rules for determining 
whether tenements or any class of tenements are either over- 
crowded or are not maintained in a habitable condition and 
any infringement of these rules is to be punishable. 


32. Suitable provisions have been made for registering 
keepers of lodging houses and for securing that lodging houses 
are conducted in an orderly manner, with due regard to the 
laws of public health 


Foop CONTROL 


33. The sale or keeping for sale of unsound food is to 
be prohibited. It will be presumed that a dealer in food 
who keeps unwholesome food has kept it for sale until he 
proves the contrary. 

34. Similar provisions will also apply to the sale or the 
keeping for sale of animals intended for human consumption 
which are diseased. The case of a child under seven years 
of age who is employed to sell unwholesome food is dealt 
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with by making its employer or parent or guardian liable to 
punishment as if he had himself sold such food. 

35. The consumption of the flesh of animals which h 
died on account of natural causes or on account of dise: 
also prohibited, and the plea that such consumption 
place as a matter of custom, or as a matter of right 
account of services rendered in removing the dead cattle, 
will not be entertained. 


36. Adequate powers of entry and _ inspection 
preventing persons suffering from diseases from selling { 
for investigation into outbreaks of epidemics caused thr 
milk or dairy produce, and the inspection of dairies are 
to be found in the Bill. 


Farrs AND FESTIVALS 


37- The Government are given power to notify a fa 
festival as one which should be governed by the provi 
contained in the Bill and to define the limits of the fai 
festival site. Thereupon, the levy of a tax on persons | 
ing the notified fair or festival centre by any inland w. 
way will be permissible and may, if necessary, be enfo: 
by the Government. It may be mentioned here that a 
may be levied on persons leaving the centre by rail 
under the existing law—Section 116 of the Madras Dis 
Municipalities Act and Section 110 of the Madras L 
Boards Act. 

38. Provision is also made for the levy of tolls 
vehicles entering the area. But motor vehicles will 
exempt from such tolls. 

39. All pilgrim taxes whether levied under this Bil! 
for the purposes of the fair or festival under the provi: 
aforesaid, of the District Municipalities and Local Boards / 
and all tolls levied under this Bill will be put in a com 
fund and are to be expended only in connexion with the | 
or festival. 

40. The giving of adequate notice to the local authority 
in regard to the holding of a fair or festival in its local 
is provided for, and the obligations of the local authorit 
regard to the sanitary arrangements to be made have ! 
clearly defined. 

41. Adequate powers of control have been given cspe- 
cially in the matter of seizing unwholesome food which is t 
most common medium for the transmission of diseases. 


42. Powers have been given to enter and occupy 
building or place in the fair or festival centre for purposes 
connected with the fair or festival, such as the construc‘ion 
of pilgrim and watersheds, hospitals, latrines, etc., A re 
able rent is to be paid to the owner or lessee of the buildi:g. 


43. Power has been taken to order the closure or 
infection of sources of water-supply which may be used 
persons resorting to the fair or festival if such closure or 
infection is necessary to prevent the spread of disease an 
such persons 

44. The accommodation of visitors to the fair or fes'' 
in houses in the fair or festival site, temporarily, on receip' 

a payment, is also brought under control by requiring that the 
owners or occupiers of the houses concerned should obiain 
licences. 
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MISCELLANEOUS 


45. Mention may also be made of the following provi- 
is contained in the Bill. 


16. Power has been given to the Government to appoint 

ms to carry out any specified provisions of the Bill. The 
expenses incurred by such persons will be met from the funds 
of ihe local authority or authorities concerned, either wholly 
or in part, as, directed by the Government. 


47. The Director of Public Health has been empowered 
imes of emergency to assign members of the public health 
iblishment of one local authority for temporary duty in 
area of another local authority. In such cases, the local 

authority within whose jurisdiction the persons in question 

are working will bear the charges connected with their salary, 
allowances, etc. : 

;8. To ensure the purity of drinking water supplied by 
railway administrations operating in the Province, the Govern- 
ment have been given power to require any railway adminis- 
tration to submit samples of the water supplied by it for 
drinking purposes to analysis by an authority designated by 
the Government. The railway administration is to pay a fee 
for such examination. 


19. The flesh of an animal is not to be brought into a 
local area unless it has been slaughtered in a slaughter-house 
maintained or licensed by the Government or by a local 
authority. 

50. Police officers 


may arrest persons committing in 


their view offences against the provisions of the Bill. Exe- 
cutive officers of local authorities and members of the public 
health establishment not below the rank of Sanitary Inspector 
may similarly arrest persons committing in their view offences 
Bill or against the provisions 
contained in the City Municipal, District Municipalities, Local 
Boards, City Police, and Towns Nuisances Acts, which relate 


against the provisions of the 


to public health matters. Arrested persons should not, how- 
ever, be detained in custody for a period exceeding 24 hours 
without an order from a Magistrate. 


51. Power has been given to the Government to make 
tules and to local authorities to make by-laws. The by-laws 
should not be in conflict with the rules. Rules will be made 
only after previous publication, and penalties similar to those 
provided in the City Municipal, District Municipalities and 
Local Boards Acts may be provided in case of their breach. 
The by-laws will be made in accordance with the procedure 
prescribed in the City Municipal, District Municipalities or 
Local Boards Act, as the case may be. 


52. It has been made clear that the provisions con- 
tained in this Bill will override any provisions contained in 
any other Act in force in the Province of Madras. 


53. In view of the magnitude and complexity of the 
Bill and the possibility that unexpected difficulties may arise 
in giving effect to its provisions, power has been taken to 
Tfemove such_ difficulties. 


5}. The notes on clauses explain the object of the various 
clauses of the Bill. 
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NOTES AND CLAUSES 

Clause 1 gives the title and extent of the Act. 

Clause 2 confers on Government the power to extend all 
or any of the provisions of certain Chapters of the Act to any 
local area. 

Clause 3.—Various expressions and terms used in the Act 
are defined in this clause. 

Clause 4 deals with the constitution of the Public Health 
Board. 

Clause 5 defines the functions of the Public Health Board. 

Clause 6.—Statutory recognition is given to the Director 
of Public Health and his staff. 

Public Health the 


Clause 7 confers on the Director of 


power to advise local authorities. 
Clause 8 confers on Government the power to prescribe 
the scales of public health establishment for local authorities 


of the members of such 


and the conditions of service, etc., 
establishments. 
Clause 9 deals with the appointment of Health Officers. 


Clause 10 deals with the appointment of temporary 

Health Officers in emergencies. 
Clause 11 provides for other officers of Government or 

the local authority exercising the powers of a Health Officer 


under this Act. 


Clause 
any person to carry out 
Act and recover the expenses incurred by such person from 
the local authority or authorities concerned. 


12 confers on Government the power to appoint 
all. or any of the provisions of this 


Clause 13 confers on the Director of Public’ Health the 


power to transfer members of public health establishment 


from one local area to another. 
Clause 14 vests in the Health Officer the control over the 
public health establishment in a local area. 


Clause 15 makes it obligatory on the local authority to 
provide the necessary office accommodation and clerical assist- 
ance to the Health Officer. 

Clause 16.—Power is taken by Government to empower 
the Health Officer to exercise all or any of the powers con- 
ferred on the executive authority by the existing Acts such as 
the Madras City Municipal Act, Madras District Municipalities 
Act, Madras Local Boards Act, etc. 


WATER-SUPPLY 

Clause 17.—This is similar to Section 165 of the Madras 
City Municipal Act, 1919, and imposes an obligation on a 
local authority to provide continuous supply of wholesome 
drinking water, if Government so direct. 

Clause 18.—This clause 
power to direct a local authority to undertake and execute 
necessary works in order to provide its local area with an 
adequate supply of wholesome water. Sub-clause (2) is based 
on Section 164 of the Madras City Municipal Act, 1919, and 
Section 126 of the Madras District Municipalities Act, 1920. 
holding inquiries in 


confers on Government the 


Clause 19.—Provision is made for 
regard to the quality and quantity of the water-supply in the 
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local areas and for rectifying the defects, if any, shown to 
exist as a result of the inquiry. 

Clause 20.—The Director of Public Health is given power 
to ask a local authority to take necessary preventive measures 
in regard to sources of public water-supply. 

Clause 21.—Power is taken .by Government to direct 
railway administrations in the Province to submit for analysis 
samples of drinking water supplied at railway stations and to 
pay for such analysis. 

Clause 22.—Government is invested with the power to 
making rules for the protection of water-supply. 

Clause 23.—This clause deals with imsanitary sources. 
The provisions are similar to sections 265 and 380 of the 
Madras City Municipal Act, 1919, sections 226 and 340 of the 
Madras District Municipalities Act, 1920, and _ sections 
122 and 220 of the Madras Local Boards Act, 1920, but are 
more elaborate. The power of initiative vests in the health 
officer under this clause. 

Clause 24.—This provides for the levy of a water-tax by 
local authorities. The provisions of this clause are similar to 
sections 34 and 35 of the Madras Elementary Education Act, 
1920. 

Clause 25.—This clause is similar to section 169 (3) of 
the Madras City Municipal Act, 1919. 

Clause 26.—This clause is similar to section 176 of the 
Madras City Municipal Act, 1919, and section 137 of the 
Madras District Municipalities Act, 1920. 

Clause 27.—This clause provides for efficient drainage of 
any premises. It is based on section 261 of the Calcutta 
Municipal Act, 1923. 


Clause 28.—This clause provides for a connection from a 
house drain to a drain already laid on a private street and 
the conditions on which such connection should be made. 
This is based on section 258 of the Calcutta Municipal Act, 


1923. 
Clause 29.—Provision is made for the drainage of huts. 
Based on section 265 of the Calcutta Municipal Act, 1923. 


Clause 30.—This clause deals with drainage of court- 
yards, alley, passage, etc. It is based on section 264 of the 
Calcutta Municipal Act, 1923. 

Clause 31.—This clause controls the construction of cess- 
pools and is similar to section 279 of the Calcutta Municipal 
Act, 1923. 

Clause 32.—This clause is similar to section 178 (4) of 
the Madras City Municipal Act, 1919. 

Clause 33.—This clause is similar to section 202 of the 
Madras City Municipal Act, 1919, section 159 of the Madras 
District Municipalities Act, 1920, and section 129 of the 
Madras Local Boards Act, 1920. 


Clause 34.—This clause prohibits chemicals or other 
injurious substances being let into drains. The provision is 
based on section 27 of the English Public Health Act, 1936. 

Clause 35.—This clause prohibits the pollution of water- 
courses and is based on sections 2, 3 and 4 of the English 
Rivers Pollution Act, 1876. 
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Clause 36.—This clause lays an obligation on local 
authorities to provide public latrines. It is based on section 
267 of the Calcutta Municipal Act, 1923. Similar provision 
exists in section 184 of the Madras City Municipal Act, 1919, 
and section 145 of the Madras District Municipalities Act, 
1920. 


Clause 37.—This clause is based on section 269 o. the 
Calcutta Municipal Act, 1923. Similar provisions exis: in 
section 186 of the Madras City Municipal Act, 1919, and 
section 146 of the Madras District Municipalities Act, 1 


Clause 38.—Provision is made for compelling the o:. ner: 
of existing buildings to provide adequate latrine accom 
tion. See section 271 of the Calcutta Municipal Act, 1¢ 


Clause 39.—This deals with the construction and 1 
tenance of latrines. 


ABATEMENT OF NUISANCE 


Clause 40.—This clause is based on section 92 0! the 
English Public Health Act, 1936. It indicates with gr ater 
particularity some cases which fall within the scope of the 
definition of ‘nuisance’ contained in clause 3 of the B 
the guidance of authorities and courts ‘which may ha 
administer or apply the provisions contained in Chapte: 


Clause 41 is similar to section 91 of the English P 
Health Act, 1936. 

Clause 42.—Provision is made for giving information 
any nuisance existing in any local area to the Health O! 


Clause 43.—Power is conferred on the Health Offic 
direct the abatement of the nuisance. This clause is s 
to section 93 of the English Public Health Act, 1936. 


Calcutta 44 gives power to the local authority to 
nuisance in cases of default. 


Clause 45.—Provision is made for prohibiting the o: 
tion of houses rendered unfit for human habitation by r-ason 
of nuisance. This is similar to the provisions in section 94 
(2) of the English Public Health Act, 1936. 

Clause 46.—Provision is made for the disposal of a: ‘icles 
removed while abating nuisance. The provision is simi!:r to 
section 276 of the English Public Health Act, 1936. 


Clause 47 empowers the Health Officer to enter pr 
for the purpose of inspection. It is based on section 12 
the English Public Health Act, 1875. 


Clause 48 empowers Government to take action in 
of default by the local authority or its health officer. 
based on section 106 of the English Public Health Act, 


Clause 49 empowers the local authority to take < 
where the cause of nuisance arises outside the local ar¢ 
section 98 of the English Public Health Act, 1936. 

Clause 50.—The depositing of rubbish, etc., in < reet, 
stream or in any drain beside a street or open space, e'c., is 
prohibited by sub-clause (1)—Compare section 127 (1) ©! the 
Bombay District Municipal Act, 1901. Sub-clause (2) prohi- 
bits defaecation or urination in streets and in public places. 
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INFECTIOUS DISEASES 
Clause 51 defines infectious diseases. 


Clause 52 lays an obligation on a local authority to pro- 
stocks of medicines and other appliances for the treat- 
it of infectious diseases. 

lause 53.—Provision is made for the appointment of 
tional staff by a local authority or the Health Officer in 
mergency. 

Clause 54 provides for the maintenance of isolation 

spitals and wards by a local authority. The clause is based 

ection 131 of the English Public Health Act, 1875. 

Clause 55 confers power on the Health Officer to occupy 
any building which is required for the prevention or control 
of the spread of infection. 

Clause 56 deals with the provision of ambulance for the 
transport of persons suffering from infectious diseases and of 
places for disinfection of clothes and other infected articles. 
These provisions are similar to those existing in sections 332 
and 336 of the Madras City Municipal Act, 1919. 

Clause 57 makes it obligatory on every medical practi- 
tioner to give information regarding infectious diseases. 
Similar provisions exist in section 330 of the Madras City 
Municipal Act, 1919, and section 288 of the Madras District 
Municipalities Act, 1920. 

Clause 58 confers on the Health Officer powers to enter 
any building or place to take preventive measures. The 


provisions are similar to section 331 of the Madras City 


Municipal Act, 1919, section 289 of the Madras District Muni- 
cipalities Act, 1920, and section 131 (1) of the Madras Local 
Boards Act, 1920. 


Clause 59 prohibits the use of water from suspected 
sources and is based on section 437 of the Calcutta Municipal 
Act, 1923. 

Clause 60 provides for the destruction of huts or sheds to 
prevent the spread of infection. Similar provisions exist in 
section 335 of the Madras City Municipal Act, 1919. 


Clause 61 confers power on the magistrate to direct the 
closure of a lodging house until it is certified to be free from 
infection. 

Clause 62 prohibits the sending of infected clothes to a 
laundry and the depositing of infected matter in dustbins or 
other places. The provisions are similar to section 152 and 
156 of the English Public Health Act, 1936. 

Clause 63.—Provision is made for the removal of infected 
persons to a hospital for treatment. Similar provisions exist 
in section 333 of the Madras City Municipal Act, 1919, and 
section 294 of the Madras District Municipalities Act, 1920. 

Clause 64 provides for the detention of a patient in a 
hospital if he is a source of infection. See section 170 of the 
English Public Health Act, 1936. 


Clause 65 prohibits the use of public conveyances by 
persons suffering from infectious diseases and is based on 
section 444 of the Calcutta Municipal Act, 1923. Similar 
provisions also exist in section 338 of the Madras City Muni- 
cipal Act, 1919, section 296 of the Madras District Munici- 
palities Act, 1920, and section 134 of the Madras Local Boards 
Act, 1920. 
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Clause 66 deals with verminous persons. It is based on 
section 85 of the English Public Health Act, 1936. 

Clause 67 prohibits the exposure of other persons to 
infection by persons suffering from infectious diseases or 
persons having the care of such persons. Similar provisions 
exist in section 148 of the English Public Health Act, 1936. 

Clause 68 prohibits infected persons from engaging in 
food-trade or other occupations. Based on section 167 of the 
Cantonments Act, 1924. 

Clause 69 places restrictions on the use of a public library 
by infected persons. Based 343 of the Madras 
City Municipal Act, 1919. 


on section 


Clause 70 provides for the disposal of bodies of persons 
who died while suffering from infectious diseases. Based on 
section 164 of the English Public Health Act, 1936. 

Clause 71 confers power on the Health Officer to prohibit 
assemblages of fifty or more persons to prevent the spread ot 
infection. The provision is based on section 145 (3) (c) of the 
Bombay District Municipal Act, r1gor. 

Clause 72 empowers Government to confer special powers 
on officers in order to control infectious diseases and is based 
on section 145 of the Bombay District Municipal Act, 1gor. 


Clause 73 deals with the prevention of infectious diseases 
transmitted from animals and is based on section 147 of the 
Bombay District Municipal Act, 1gor. 

Clause 74 provides for the destruction of rats and other 
animals susceptible to plague. 


VENEREAL DISEASES 

Clause 75.—Local authorities are to make such provision 
for the free diagnosis and treatment of persons suffering from 
venereal diseases as may be directed by Government. 

Clause 76.—All cases of venereal 
reported to the Health Officer of the local area by initials or 
serial number, the person making the report retaining a 
record whereby he can identify the cases reported by him. 


diseases are to be 


Clause 77 casts a duty on every physician treating a 
patient suffering from venereal disease to give him the neces- 
sary instructions in personal hygiene to prevent the spread of 
infection. 

Clause 78 makes it obligatory on every druggist or 
pharmacist to keep a record of the sale of drugs used in the 
treatment of venereal disease; such record will be liable to 
inspection by Health Officer. 


Clause 79 provides for the examination of prostitutes by 
women medical officers. 

Clause 80.—The Health Officer is given 
necessary steps to prevent the spread of infection when any 
person suffering from venereal disease refuses to undergo 
treatment or discontinues treatment before he is cured. 


power to take 


Clause 81.—Exposing other persons to infcetion by 
persons suffering from venereal diseases is prohibited. 

Clause 82.—Migration of patients from one area to another 
area should be reported to the Health Officer of the latter 
area. 
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Clause 83.—No record of a case of venereal disease to be 
made public except in obedience to an order of a court of 
competent jurisdiction. 

Clause 84 confers on the Government the power to make 
rules for the prevention, treatment and control of infectious 
and other diseases. Based on section 143 of the English 
Public Health Act, 1936. 

Clause 85 confers on Government the power to require 
local authorities to carry out maternity and child welfare 
measures. 


Mosguito CONTROL 


Clauses 86 to 91 are based on the Model Mosquito Ordi- 
nance in force in the State of Ohio in the United States of 
America. 

Clause 86 penalises the keeping of collections of water in 
which mosquitoes breed. 


Clause 87.—Provision is made for the suitable treatment 
of mosquito-breeding places. 


Clause 88 empowers the Health Officer to carry out the 
works specified under clause 87 in case of default and to 
recover the cost from the person concerned: 


Clauses 89 and 90 prohibit interference with any anti- 
mosquito works. 


Clause 91 empowers a Health Officer to enter any land 
or building for the enforcement of the provisions of this 
Chapter. 


Clauses 92 to 95 provide for the notification of residential 
areas. Similar provisions exist in section 193 (1) (c) of the 
Madras District Municipalities Act, 1920, and section 231 (1) 
(c) of the Madras City Municipal Act, 1919. 


Clause 96.—This clause prohibits the erection of a new 
building on ground filled with offensive matter. This is 
similar to section 54 of the English Public Health Act, 1936, 
and to a certain extent supplements the existing provisions 
in section 230 of the Madras City Municipal Act, 1919, and 
section 191 of the Madras District Municipalities Act, 1920. 


Clause 97.—This is similar to section 78 of the English 
Public Health Act, 1936, and provides for the cleansing of 
courts, yards and passages used in common. 


Clause 98.—The occupation of dwelling houses unfit for 
human habitation is prohibited. This clause is similar to 
section 274 of the Madras City Municipal Act, 1919, and 
section 237 of the Madras District Municipalities Act, 1920. 


Clause 99.—This clause prohibits the construction of 
back-to-back houses. This is similar to the provision in sec- 
tion 43 of the English Housing and Town-Planning Act, 1909. 


OvER-CROWDING IN TENEMENTS 


Clauses 100, 101 and 102.—Provision is made against 
over-crowding in rented houses and tenements. The clauses 
are meant to deal with over-crowding which is of a permanent 
nature. Power is also taken to compel the house owner who 
lets these houses to keep them in good condition. The opera- 
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tion of the clauses will be limited to municipal areas in 
first instance. 
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Clause 103 provides for the registration of lodging house 


It is similar to section 236 of the English Public Health 
1936. 

Clause 104.—This clause deals with the maintenance 
register of lodging houses and is based on section 237 of 
English Public Health Act, 1936. 

Clause 105 lays down the conditions of registration 
renewal of registration. See section 238 of the English P 
Health Act, 1936. 

Clause 106 provides for an appeal to the local auth: 
if an executive authority refuses to grant or renew regi 
tion. The provision is similar to section 239 of the En 
Public Health Act, 1936. 

Clause 107 empowers Government to make rules for 
upkeep and maintenance of lodging houses. This is bas 
section 240 of the English Public Health Act, 1936. 

Clause 108 provides for notice to be affixed outsi 
lodging house. Based on section 241 of the English P 
Health Act, 1936. 

Clause 109 lays an obligation on the keeper of the lod 
house to notify cases of infectious disease in the lodging |! 
Based on section 242 of the English Public Health Act, 

Clause 110 provides for the cancellation of registratic 
court on conviction of a keeper of a lodging house. Bas: 
section 247 of the English Public Health Act, 1936. 


SALE OF UNSOUND Foop ARTICLES 


Clause 111 prohibits the sale of unsound food and is | 
on section 412 of the Calcutta Municipal Act, 1923. 

Clause 112 prescribes the punishment for the contr 
tion, through others (including children under seven) o 
provisions of section 111 or section 5 of the Madras Pr 
tion of Adulteration Act, 1918. 


Clause 113 prohibits the consumption of the flesh of 
animals. 

Clause 114 prohibits in certain cases the import of 
into a local area without a permit from the Health O! 
This clause is based on section 216 of the Cantonments 
1924. 

Clause 115 empowers the Health Officer to enter 
premises used for food-trade for purposes of inspe< 
Based on section 7 of the Madras Prevention of Adulter 
Act, 1918. 

Clause 116 empowers the Health Officer to take pr 
ive Measures in cases where infected persons carry on 
trade. 

Clause 117 empowers the Health Officer to investigat 
causes of outbreaks of infectious diseases which are att: 
able to milk or dairy produce. 

Clause 118.—This clause is based on section 431 © 
Calcutta Municipal Act, 1923, and empowers the H 


Officer to inspect.any dairy which supplies milk to the ! 


area. 
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PUBLIC HEALTH BILL FOR 


FarrRS AND FESTIVALS 


Clause 119 empowers Government to notify a fair or 
festival centre. 


Clause 120 provides for the levy of a pilgrim tax in the 
case of travellers by inland water-ways. Similar provisions 
exis! for pilgrims travelling by railway in section 116 of the 
Madras District Municipalities Act, 1920, and section 110 of 
the Madras Local Boards Act, 1920 


Clause 121 provides for the levy of tolls on vehicles other 
than motor vehicles entering a fair or festival area. 


Clause 122 provides for the manner in which the proceeds 
of the pilgrim taxes are to be spent. 

Clause 123.—Provision is made for giving due notice of 
the occurrence of a fair or festival to the executive authority 
or Health Officer concerned. 

Clause 124.—This clause deals with sanitary and other 
arrangements to be made during a fair or festival. 

Clause 125 provides for the supervision of the arrange- 
ments by the Health Officer. 


Clause 126 confers the power of entry and seizure of un- 
wholesome food on certain officers of the local authority and 
of the Government. Similar provisions exist in sections 274 
to 276 of the Madras District Municipalities Act, 1920, and 
sections 314 and 316 of the Madras City Municipal Act, 1919. 

Clause 127.—Provision is made for the occupation of any 
house or building for the purpose of a fair or festival without 
having recourse to the provisions of the Land Acquisition Act. 


Clause 128 provides for the control of private sources of 
water-supply during the period of a fair or festival. The 
provisions are similar to those in section 265 of the Madras 
City Municipal Act, 1919, and section 226 of the Madras 
District Municipalities Act, 1920. 
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Clause 129.—Provision is made for the control of houses 
which may be used for the accommodation of visitors during 
a fair or festival. These provisions are based on sections 3, 
4, 6 and 8 of the Bihar and Orissa Places of Pilgrimage Act, 
1920 


FINANCE 
Clause 130.—Provision is made for the ear-marking of a 
percentage of the revenues of local authorities for expenditure 
on public health. 


Clauses 131 to 133 provide for the rules to be made by 
the Government and the procedure to be followed in making 
such rules. 

Clause 134 to 136 confer power on local authorities to 
make by-laws and prescribe the procedure to be observed in 
making such by-laws. 

Clause 137 lays down penalties for offences against the 
provisions of the Bill. 

Clause 138 makes it an offence to prevent the executive 
authority or Health Officer from entering any land or build- 
ing in the due discharge of his duties. 
whom, and the 


Clause 130 lays down the persons by 


time within which, complaint should be made of offences 


against the Bill. 

Clauses 140 to 142 deal with the powers of the police 
and of members of public health establishments, etc., to 
arrest offenders against the provisions of the Bill. 


Clause 143.—The provisions of the Bill will override the 


provisions of other enactments in cases of 


between the two. 


repugnancy 
Clause conferred on Government to 
remove difficulties in working the provisions of the Bill, after 
it becomes law. 


144.—Power is 





U, P. PROVINCIAL CONFERENCE 


ADDRESS BY CAPT. R. P. BAGCHI, CHAIRMAN, RECEPTION COMMITTEE 


Hon’ste Hariz Saunas, Mr. Presipent, LADIES AND 

GENTLEMEN, 

GENERAL 

By the grace of God, it is my proud privilege 
to-day to be able to welcome you to the town of my 
birth and in the spacious hall of the College that 
gave me my early education. The etiology of this 
condition is to be sought in the indulgence of a large 
number of fellow professionals who, in all conscience, 
are much better fitted for the honour and privilege 
that have been bestowed upon me. There is, 
however, one modest qualification, which I am vain 
enough to claim to possess in abundance and that 
is in the matter of my owning undivided allegiance to 
the Indian Medical Association, which has made long 
and rapid strides since its Provincial branch was born 
at Meerut just 4 years ago, thanks mainly to the 
efforts of Dr. Bhupal Singh. The provocation to its 
rapid growth in our Province was provided by that 
ill-conceived, and now luckily for us that ill-fated, 
Poisons Act and the death of the latter is directly 
attributable to the growth of the former. We are 
specially grateful to the Hon’ble Hafiz Mohammad 
Ibrahim Sahab, our Minister for Health, for having 
consented to come to Agra only to inaugurate our 
Conference, and this in spite of exceptional pressure 
of work and at great personal inconvenience. This is 
an unmistakable index of his interest in matters 
Medical generally and in the Indian Medical Associa- 
tion particularly. 

Tt is customary on an occasion like this to sing 
the praise of the town that holds such a Conference. 
IT trust I shall not be misunderstood when I say that 
‘like the Ayurvedic and Unani systems, Agra clings 
fondly to its glorious past. It owes its importance 
mainly to what it was about 8 centuries 
to-day it is only the tombs and graves of those that 
made it great then that extort the wonder and admira- 
tion of the entire world. If Akbar the Great were to 
come to life again and stroll through the town of his 
creation, he will not, I dare say, lose his way for the 
roads will be found not to have been tampered with 
in the least. In a rapidly changing world, Agra has 


ago and 


changed but little, if at all, and that too, m 
reluctantly. 

Our worthy President will no doubt deal in 
weighty address with all matters that afflict 
affect us to-day. I shall, however, crave y 
indulgence to refer to a few points which, in 


humble opinion, demand our immediate attention 


ProgpteM oF UNEMPLOYMENT 


The most important of these is the matter of 
rapidly growing unemployment amongst quali/ 
doctors. The old heresay of doctors never starving is 
long exploded and to-day the misery amongst the 
consequent on unemployment, is quite as acute 
amongst any other class of the educated unemploy 
Unfortunately for us the tradition in the country | 
such that a doctor who demands or expects to 
remunerated for his services is regarded as a fie! 
It is very conveniently forgotten that the doctor to 


has the same needs to satisfy and the same family 


obligations to fulfil as people belonging to any otlie 
profession. Reverting to the matter of unemploy- 
ment, it will not do for the Government, the poli 
tician or the statistician merely to calculate t! 
there should be one qualified doctor to so mai 
thousands or hundreds of the population. They \ 
have to consider too, if that population is prepa‘: 
or able to support the doctor in a state of moder: te 
comfort, commensurate with his education, and c¢ 


of training and status in life. There is no gainsay'1g 


the fact that the large majority of our population i 


extremely poor and cannot afford to pay for 


doctor’s services or even his medicines. What 
surprising, however, is that in the calculations 
expenditure of the comparatively well-to-do and 
rich people, the doctor finds no place, and in m 
cases the doctor is expected to be capable of liv \ 
and even thriving on thin air. While opportuni! °s 
in urban areas are extremely limited and progressiv 
contracting, the chances in rural areas are next to } 
To preach therefore a homily to the doctors 
migrate to the villages and not crowd in the tow 
big and small, only betrays an ignorance of facts : 
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,litions under which they have to work. Our 
itation which waited on the Hon’ble Minister for 
».lth, in February last, indicated the ways and 
me:ns by which State subsidised medical aid could be 
bro: ght within the reach of every villager and through 
the agency of Honorary Physicians and Surgeons, to 
the poor people in tehsils and towns. The Rural De- 
velopment Department of our Provincial Govern- 
ment is to be congratulated on their very recent 
announcement of the scheme for establishing a 
number of Fixed and Travelling Dispensaries and 
Child Welfare and Maternity Centres in the rural 
areas, presumably in response to one of the many 
important suggestions made by the deputation. It is 
all very good to associate a large number of Hakims 
and Vaids with the work of medical relief in rural 
areas as a cheap stop-gap arrangement, but in my 
opinion the aim should be to honeycomb villages with 
qualified medical and public health men, if this aid 
were ever to be efficient and effective. It will, I 
venture to think, ensure greater efficiency and beiter 
service if medical men are enabled to acquire a know- 
ledge of the Ayurvedic and Unani systems by arrang- 
ing for their teaching on rational lines in the existing 
Medical Institutions than that initially ill-equipped 
Hakims and Vaids should be made to acquire a per- 
functory knowledge of Anatomy, Physiology and 
Pathology and be allowed to masquerade as amalgams 
of the ancient and modern scientific systems of medi- 
The old systems are availed of not because 
they are effective and rational but because they are 
cheap and within easy reach of those in need of 
treatment. 


cine. 


Patent MEDICINES 


Serious efforts should, however, be made to cheap- 
en the scientific system of treatment by encouraging 
the manufacture and standardisation of drugs in our 
country and by providing facilities for very cheap 
and even free diagnosis and treatment. To be candid, 
the large majority of our countrymen cannot afford 
this treatment and have perforce to be content with 
what are admittedly the second and the third 
best. A word of caution is here necessary against the 
way in which this system is being abused by the 
dumping of large quantities of costly foreign patent 
medicines into the country and the exploitation of 
it under the glamour of attractive get-up and catching 
advertisements. What is particularly painful is that 
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most of us unresistirigly succumb to these blandish- 
ments. We should be ashamed to act virtually as 
selling agents of such medicines, whether they are 
imported or manufactured in the country. Promis- 
cuous and unthinking use of such medicines, besides 
being costly, tends to discredit the scientific system 
as also the votaries of that system. 


Honorary Posts 


Tha old conditions governing the employment 
of Honorary Physicians and bad 
enough. The new rules under which 8 categories of 
Honorary Doctors Honorary Physicians 
Surgeons, Honorary Medical Officers and Honorary 
Clinical Assistants, been 
stupid in their conception as they are dishonourable 


Surgeons were 


viz. and 


have introduced, are as 


and humiliating in their working. A _ self-respecting 
man will not be prepared to touch these appointments 
even with a puir of tongs. What is worse under this 
new dispensation is that no provision has been made 
to associate the Licentiates even as Clinical Assist- 
ants. An early revision of these rules 
with the self-respect of qualified 
honorary services, is urgently called for. 


in keeping 


doctors offering 


CERTIFICATES 


The matter of so-called rights given to registered 
medical men in respect of sickness, fitness and vacci- 
nation certificates, is another thorn in the side of the 
qualified medical man. Registration, when it was 
started in our Province in the year 1917, was calculat- 
ed to create for us a new Earth and a new Heaven, 
but it was soon found that while it curbed our free- 
dom in many directions, it gave us no rights and it 
was for this reason that most people either did not 
care for it then or steered clear of it. Just then in- 
stead of giving some definite and substantial rights 
to those registered in order to 
tration, the powers-that-be went the wrong way about 
it. Restrictions were put on those who got them- 
selves registered and more restrictions were put on 
those that were not registered and not even a feeble 
attempt was made to check the activities of the 
quacks practising or, to be more precise, malpractis- 
ing the Scientific System of Medicine. Curiously 
enough a serious attempt made by the Medical 
Council to restrain the quacks, while leaving the latter 


regis- 


popularise 
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untouched, brought qualified doctors within the 
clutches of the notorious Poisons Act and we had to 
plod through 4 years of misery and humiliation before 
we could disentangle ourselves. Those that were in 
the thick of that fight, will testify gratefully to the 
help rendered to us by Dr. C. Y. Chintamani and Rai 
Bahadur Vikramajit Singh as members of the old 
Legislative Council. 
certificates is a glaring example of how some little 
concession extorted as the result of persistent de- 
mand and clamour is promptly hemmed in with 
checks and safeguards. The net result of this has 
been that to-day only the safeguards remain and the 
rights, if any, have .completely disappeared. ‘The 
system of counter-signature on the face of it, is both 
inequitable and degrading and must be done away 
with. Unceasing efforts should be made to gain the 
substance and not the shadow of rights. 


RECOGNITION OF LICENTIATES 


The Indian Medical Association has striven and 
striven hard for the recognition of the qualification 
of the present-day Licentiates and there can be no 
reason why this should not be done and done with- 
out further delay, on the basis of certain qualifications 
which will not be recognised to-day having been re- 
cognised by the U. P. Medical Council, when it came 
into existence in 1917. Since there can be no moral 
justification for continuing to manufacture a class of 
doctors who are to be treated as untouchables in their 
own country, the Medical School at Agra 
either be raised to the status of a Medical College 
or abolished, particularly in the light of the fact 
that there will always be a plethora of candidates 


should 


with the requisite qualifications for admission into a 
Medical College. Madras has given the lead in this 
matter and our Government surely cannot and, I 
trust, will not lag behind. With a view to extinguish- 
ing the differences between the present day Graduates 
and Licentiates, I would suggest that Licentiates of 
over 10 years standing may be given the qualification 
of L. M. & 8. and taken on to the all-India register 
Thus in the course of about 10 years, all class distinc- 
tions amongst doctors in India will have completely 
disappeared. 


Lire InsurANcE Work 


The degraded and degrading work of medical 
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examination of Life Insurance cases is another 
matter to which I would invite the pointed atten: ion 
of the profession. It is not that the heads of the 
various Insurance Companies do not know wha. is 
happening. They deliberately shut their eyes to ‘he 
present state of affairs in order to be able to s 

a steady increase in the quantity of business. Ta 
advantage of the unemployment and financial mi 
amongst doctors, various Insurance Companies | 
gone on reducing medical fees for some years 
The agent while giving rebates out of his commis 

to the proponent, claims a substantial share of 
already dwindled fee of the doctor. It must b« 
mitted to our shame that many doctors submi 
this immoral pressure and in many cases too the n 

sal examination is no better than a farce. The re 
legislation in the matter will not check this | 
Only concerted action on the part of the Comps 
and doctors, cautious investigation by indepem 
agencies, exemplary 
agents, doctors and proponents and what is 1 
important, an all-round substantial increase in mec 
fees, will alone rectify this evil. 


punishment ‘of a few gi 


CONCLUSION 


I have at best been able to touch on a fe 
our more important problems and disabilities. 
many years now we have been urging on the Gov 
ment of the day to rectify our greivances and to 
sign to us the place and give us the oppertun 
that belong to us and that will enable us, while 
dering whole-hearted service to our brethern to « «rn 
a modest living wage for ourselves, but so far with 
The advent of the present p 
lar Government, that is possessed of imagination 


no tangible result. 


the will to do things, inspires the hope that 

before we meet in Conference next year, we may | 
reason and occasion to thank the Government 
doing the right thing in the right way and for re! 
litating us in a position of trust and respectab 


In conclusion, while extending to you once 
a most hearty welcome on behalf of the Recep! icin 
Committee, let me thank you for coming over cre 
to participate in the deliberations of this Conference. 
Let me sincerely hope that your short sojourn in our 
midst would be happy and that your labours wil! be 
crowned with success. 


ot TE ee 
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PRESIDENTIAL ADDRESS BY RAI SAHAB DR. SURAJMAL SARIN 


Hon’sLE Hariz Savas, BroTHEeRS AND SISTERS, 


I fully appreciate the honour you have done me 
by unanimously electing me President of the U. P. 
Provincial Branch of the I. M. A. and as such also 
President of the 5th U. P. Medical Conference. 
Allow me to convey my grateful thanks to the elector- 
ate which has considered me fit for the highest honour 
in its power. I know my deficiencies and I know 
there are so many who are more deserving of the 
honour than myself and this is the more reason why 
I am profoundly grateful to you for bestowing the 
honour on The office of the President means 
serious responsibilities on the occupant and I shall 
earnestly request you to extend to me your fullest 
co-operation and help in the discharge of my onerous 
duties, as without your help and co-operation my task 
will be very difficult indeed. 


me. 


Now to come to the various problems concern- 
ing our profession :— 


I shall begin by conveying grateful thanks on 
behalf of the U. P. Provincial Branch of the I. M. A. 
to the Hon’ble Minister of Health, U. P., for ex- 
tending recognition to our Association as a body to 
be consulted on all matters concerning medical aid 
and public health which are under the consideration 
of the Government. This gives our Association a 
special status as an advisory body to our Provincial 
Government, but at the same time it puts a serious 
responsibility on us which I hope we shall try to dis- 
charge in the best interest of the general public and 
the profession. 


RE-ORGANISATION OF MEpICAL RELIEF 


The first and the most important problem before 
us is the provision of medical relief in U. P. It is 
admitted on all hands that the present position of 
medical relief in U. P. is far from satisfactory and 
that a reorganisation is long overdue. There has been 
some attempt at providing medical facilities for urban 
areas, but the large rural areas unfortunately are 
without any semblance of medical relief and the rural 
population is simply at the mercy of diseases which 
are certainly curable. Now at the last U. P. Medical 
Conference it was resolved that a deputation should 


wait on the Hon’ble Minister of Health and present 
a memorandum embodying the views of the I. M. A. 
on the subject of reorganisation of medical relief in 
U. P. This memorandum is a very exhaustive one 
dealing with various aspects of the question of medi- 
cal relief, such as management of various hospitals 
under Hospital Committees, introduction of Hono- 
rary system of work, organisation of rural dispen- 
saries, etc., etc. The deputation was kindly received 
by the Hon’ble Minister on the 12th of February, 
1938, at Lucknow and the Hon’ble Minister gave a 
very sympathetic hearing and discussed the various 
questions with the deputationists promised to 
appoint a Committee to consider the whole question 
and formulate definite proposals. We understand 
that a Committee has been appointed, but it has not 
begun its sittings yet. We do hope the Government 
will be pleased to urge on the Committee to expedite 
the work as the problem is of a very urgent nature 
and should be tackled as early as possible. 


and 


MepicaL Epucation 


The second problem, which we have to consider, 
is about medical education. There are at present two 
medical institutions in U. P.—(1) The Lucknow 
Medical College teaching for the M. B., B. S. degree 
of the Lucknow University, which is the minimum 
standard of medical education recognised by the 
Indian Medical Council, (2) The Agra Medical School 
teaching for License of the State Medical Faculty, 
which is not recognised by the Indian Medical 
Council. You must be aware how our sister Associa- 
tion—the A. I. M. L. A.—has been trying persist- 
ently to improve the standard of education imparted 
at the Agra Medical School, so that it may come 
up to the minimum required for recognition abroad 
and also by the Indian Medical Council; and our Asso- 
ciation—the I. M. A.—has given its full support to 
the efforts of the A. I. M. L. A. But the Govern- 
ment has been adamant and would not agree to our 
combined demands for reasons best known to them. 
But since the advent of the Congress Government 
in so many Provinces, the angle of vision of the 
Government has changed. Thanks to the Congress 
Government of Madras under the Hon’ble Dr. T. 
8S. 8. Rajan, the school education, with a ban of in- 
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feriority attached to it, has been abolished and the 
Medical Schools in the Madras Presidency have been 
replaced by a few well-equipped Colleges teaching 
up to the M. B., B. 8. standard. Thus one uni- 
form standard of medical education has been estab- 
lished. The principle has been approved by other 
Health Ministers in the Congress Provinces and I feel 
sure that this reform will in time be introduced in 
medical education in all the Congress Provinces at 
least. In U. P., matters are proceeding rather slow 
but I hope the progress will be sure and the Agra 
Medical School will soon be raised to the status of 
a College teaching for the M. B., B. S. standard 
of a University. I am an alumnus of the Agra Medi- 
cal School and am second to none in my love for my 
alma mater, but my very love for the institution 
urges me to demand that it should be raised to the 
status of a College affiliated to a University rather 
than be allowed to stay as an institution the products 
of which are looked down upon as inferior in status 
and are not recognised by the Indian Medical Council. 
I would even be: prepared for its abolition, painful 
though it may be, rather than agree to perpetuation 
of the class differences amongst medical men in 
these Provinces: 


There is absolute unanimity of opinion amongst 
the ‘Licentiates all over India that one uniform 
standard of. médical education should be introduced 
with I.8c. with Biology as the pre-medical qualifi- 
edtion and 5 years’ course of study at a well-equip- 
ped College: The only point on which there is a little 
difference of opinion is about affiliation of the College 
to a University. Those who are against affiliation of 
the new Colleges to a University (their number is 
small fortunately, though rather vociferous in U. P.), 
want -the Licentiate diploma to be retained, but the 
arguments adduced by them are not at all convinc- 
ing. - The pre-medical test’ being I.Sc. with biology 
and ‘the course of study full 5 years exactly like the 
M. -B., -B. S., it is not easy to understand why they 
should show preference to the Licentiate diploma 
with- traditions -of inferiority attaching to it. It is 
evident. that this group is mainly influenced by their 
anxiety.-for the existing Licentiates whichis over- 
shadowing in; their minds the -interests of the future 
generations of medical men, who will have no reason 
to be thankful to them for -perpétuating the class 
differences in«:the -medical: profession, This group 
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puts forward the British model to justify themselves, 
but they quite forget that the Licentiates of the 
United Kingdom possess the minimum standard of 
medical education laid down by the General Medic: 
Council of Great Britain while the Licentiates 
India do not; and even in England a degree is ‘s1 
posed to have a higher status than a License. 
would earnestly advise my friends belonging to t :i 
group that they should put the profession before : 
and then look at the question and I have no do 
they would come to the only decision that the M. 

B. 8. should be the minimum registrable qualificat 
of the future and the Licentiate diploma should 
To quote the noble words of Dr. U. B. Narain Rao, 
General Secretary of the A. I. M. L. A., “‘Let 
offer the supreme sacrifice of self-extinction at 
altar of a united medical brotherhood.’’ It is grat y- 
ing to note that the Standing Committee of 

A. I. M. L. A. at its meeting held on 1st Octob 
1988 at Delhi resolved ‘‘that the Stand 
Committee of the Association is convinced that a wni 
form minimum standard of medical education as ‘e- 
quired by the Indian Medical Association should 
introduced by the Government of India in all medic: 
schools and that further if our representatives 
faced with the situation of either accepting the | 
versity Degree or the continuance of the present dual 
system of education with necessary improvement, 
they should support the University Degree Course.”’ 


Post-GRADUATE CoURSES 


While on the question of medical education, 
would invite your attention to the absence of 
vision for post-graduate education available in In‘/ia. 
Except perhaps the D. T. M. at the Calcutta Trop ¢« 
School of Medicine and L. O. at the Ophthal ni 
College, Madras, there are no arrangements at ‘ 
for specialisation. This has a great adverse efie 
on: the efficiency of the profession and is a gre: 
handicap to the medical practitioners in pri‘ 
practice, as they soon get fossilised and find it d’ 
cult. to: keep up with the advance of medical science. 
I think it is high time that arrangements for spevial 
courses. for specialisation in Surgery, Medicine, 
Obstetrics and Gynecology, Ophthalmology, § Far, 
Nose, Throat, Radiology, etc. should be made; the 
various medical colleges may, on the principle of 
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division of labour, make provision for any one or 
two of them. The Health Minister can, if con- 
vinced of the value of these courses, help in the 
maiter. 


MepicaL RESEARCH 


Facilities for medical research were, up till now, 
the preserve of the I. M. S. and even now opportuni- 
ties for research for members of the independent pro- 
fession are very meagre. Liberal provision for re- 
search work should be made in connection with the 
teaching institutions and rules should be revised, so 
that it may be possible for independent medical 
practitioners to avail themselves of these facilities. 


REORGANISATION OF THE I. M. S&S. 


You must be aware that on the eve of Provin- 
cial Autonomy the Government of India passed a 
Resolution (No. 205 of 25-3-37) regarding reorganis- 
ation and terms of service of military medical 
services. Under this Resolution, 22 highly paid 
I, M. 8. Officers have been thrust on U. P. on the 
plea of providing war reserve. Out of these, 18 
Officers will be British: 11 British Civil Surgeons, 
3 British Specialists & 4 British leave reserve. This 
racial discrimination against Indians in the I. M. S. 
has been introduced on the ostensible plea of provid- 
ing British Medical Officers for attendance on the 
members of the superior Civil Services and their 
families. The 11 Civil Surgeons have got their sta- 
tions fixed in the Resolution:—Benares, Allahabad, 
Cawnpore, Agra, Meerut, Nainital, Lucknow, Jhansi, 
Bareilly, Gorakhpur and Dehradun. All these stations 
have British Officers of the I. M. S. or R. A. M. C. 
attached to the Military Hospitals who could easily 
be utilised to look after the British Civil Officers of 
superior services and their families. It is clear that 
the real object in fixing these stations for the British 
Civil Surgeons was, evidently, the provision of lucrat- 
ive practice for these British Medical Officers and 
not the anxiety to provide British Medical attendance 
for British Officers of the superior Civil Services as 
allecved in the Resolution of the Government. Then 
the 3 British specialists were meant to be posted at 
Lucknow. The implied intention was to provide 
them with the 8 main teaching appointments at the 
Lucknow Medical College. I understand that the 
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Lucknow University refused to accommodate them 
and so some of them are going to be posted at 
Cawnpore. Now this Resolution not only torces the 
U. P. Government to entertain 22 1. M. 8. Officers 
but it introduces the objectionable principle of raciat 
discrimination by laying down that 18 otf these Officers 
should be British: No term is too strong to condemn 
it. It makes Provincial Autonomy a tarce. ‘The 
profession has protested against this in unequivocal 
terms, but the Government of India has turned a 
deat ear to all these protests. 1 think our Provincial 
Government should make a strong representation 
to the Secretary of State against this 
ment which is most unfair. In addition to 
22 Officers, there are many 1. M.S. Officers in 
charge of jails, and the Inspector General of Civil 
Hospitals is also a member of the Indian Medical 
Service. There is no obligation on the Provinces 
to have I. M. S. Officers for these The 
Government should see that these Officers are re- 


placed by non-I. M. 8. persons. 


arrange- 


these 


posts. 


Tue AYURVEDIC AND UNANI Systems oF MEDICINE 


I know I am treading on thorny ground when I 
discuss the problem of Ayurvedic and Unani systems. 
It is said that these systems are indigenous and cheap 
and hence they should be patronised and introduced 
for the benefit of the public by the Government. I 
have no quarrel with them and if they are patronised 
and encouraged by the Government, I have not a 
word to say against it. I agree with the Hon’ble 
Minister of Health that these systems have had 
their days of glory and “‘have ultimately languished 
for lack of encouragement and facilities for research.’’ 
What I would like to bring out is the present back- 
ward condition of these old systems as is admitted 
on all hands and the high stage of development of 
the modern scientific system, whatever may be the 
reasons for this state of affairs. I am quite willing 
to concede that “‘between 1000 B. C. & 500 A. D. 
the Hindus had evolved a scientific method of opera- 
tion’’ etc. etc. (to quote from the Hon’ble Minister 
of Health’s speech in the Assembly), but at the same 
time it is universally admitted that the old systems, 
for want of encouragement and patronage of the 
State, have not only not progressed beyond a certain 


stage, but have actually deteriorated, while the 
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modern system of medicine has progressed by leaps 
and bounds. I have no doubt these old systems would 
have done the same if they were backed by the 
Government, but I am quite sure there would have 
been no difference of kind then between these sys- 
tems and the modern system, as they would have 
progressed practically on the same lines. The 
Hon’ble Minister in her scientific approach to the 
subject has said, ‘‘It is absurd to talk of Western 
system of medicine and Eastern system of medicine. 
There are no such things Various dis- 
coveries have been made in different countries and 
scientists and men of learning get together and form 
an opinion on these discoveries and test them. 
Therefore I want the House to understand that I 
am not here to advocate any particular system of 
medicine. The point is that we want for our country 
the best possible medical aid available in the 
country.’’ But when it came to a practical applica- 
tion of these dicta enunciated by the Hon’ble 
Minister, we find she has not kept to the track out- 
lined by her. She says, ‘“‘We are all anxious tc 
devise the best method of affording medical relief to 
the suffering people of our Province and I submit 
that in the Province in its present financial condition 
with its limited resources, it is not possible for us to 
give medical aid to every person in the Province 
unless we resort to a method that is indigenous, that 
gives us our medicine at our door, and that already 
has the approval of a large section of that public to 
whom we want to afford relief.’’ I would, with due 
deference to the Hon’ble Minister, submit that there 
are obvious fallacies involved in the above :— 


Firstly, it should be the duty of the State to 
provide to the public the best medical aid available— 
this principle is accepted by the Hon’ble Minister 
herself. It is also conceded by the Hon’ble Minister 
herself that at the present time the best medical aid 
available is through the modern scientific system. 


Secondly, the question of Finance is really not 
impossible to solve—the District and Municipal 
Boards are not spending on medical relief as much 
as they should. Provision should be made in the 
District Board and Municipal Board Acts that a 
certain fixed proportion of their income should be 
earmarked for medical relief and public health as a 
minimum. This was suggested in the memorandum 
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submitted by the I. M. A.’s deputation that waited 
on the Hon’ble Health Minister. 


Thirdly, to call one system indigenous and the 
other system foreign is not quite justifiable as the 
Hon’ble Minister has herself admitted “‘It is absird 
to talk of Western system of medicine and East: rn 
Science does not recogn se 
artificial land boundaries. Science is not the prope:ty 
of this country or that. Every scientific invention 
belongs to everybody in the world at large who ca:es 
to adopt it. 

Fourthly, the Ayurvedic and Unani 
are also imported to a great extent just as 
Allopathic medicines are produced in this country ad 
if the Government had encouraged this indus ry 
most of the Allopathic medicines would have been 
produced in India. 

Fifthly, to say that the Ayurvedic and Unani 
systems have the approval of that public to whom 
we want to afford relief is also not quite true even 
of the present rural population. They have recog- 
nised the value of the modern scientific systems «aud 
try to avail themselves of it whenever it is witlin 
their reach and competence. It is the duty of the 
Government to bring the modern scientific treatment 
within the reach of these people. 


But I should not be taken to imply that the 
Government should not employ the Ayurvedic «nd 
Unani agencies for affording relief. What I mean is 
that the Ayurvedic and Unani system in their present 
stage of development cannot replace the modvrn 
scientific system. I understand that the U. P. 
Government has established a Board of Indian 
Medicines, U. P. It should be the function of this 
Board to lay down a standard of education. Pre:ti- 
tioners who conform to that standard should be 
registered as qualified Vaids and Hakims. 
Board should also lay down a minimum standard 
and scrutinise the teaching in the existing Ayurvedic 
and Unani institutions whether it comes to ‘he 
minimum laid down by it. The education given in 
these institutions at present, at least in the subj:cts 
which they have borrowed from the modern scientific 
system, is very defective indeed. For instance—‘he 
knowledge of Anatomy and Physiology imparted in 
these institutions is most elementary, but he 
students coming out of these institutions take pide 


system of medicine.’’ 


mediciiies 
mi ny 


This 


on: 2 im 
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in saying that they know all that the doctors know in 
ese subjects. The teaching of surgery is simply a 
farce. 

Now we are on one side deciding to abolish 
medieal school education because the teaching in 
these institutions is not up to the proper standard 
and on the other side we are producing vaids and 
hakims who have got a mere smattering of these 
basic subjects. Is it fair? I think that proper 
standards have to be fixed and maintained all round. 


QUACKERY 


The next subject I take up is quackery. The 
evil of quackery has increased to such a great extent 
that some suitable action to prevent it and protect 
the public and the qualified doctors from its evil 
effect becomes absolutely necessary. Without legis- 
lation by the Government very little is possible. Any 
person who has picked up a little knowledge of 
medicines sets up in practice and puts up a_ board 
with the word ‘‘Doctor’’ before his name and some 
letters corresponding to Allopathic degree after his 
name. He can employ objectionable means to adver- 
tise himself as he is not bound by rules of ethics 
and thus he gets a fair clientele amongst the gullible 
people. The I. M. A. has been requesting the Gov- 
ernment to take some action, but as yet nothing has 
been done. 


REDUCTION OF EXAMINATION FEE By INSURANCE 
CoMPANIES 


Another subject which is before the profession is 
the reduction of medical fee by Insurance Companies. 
You must have noticed that recently the Insurance 
Companies have started a movement of reducing 
medical examination fees for doctors which 
naturally caused a great uneasiness among doctors 
doing insurance work. Medical examination of a 
proponent is the most important item in the interest 
of the Companies themselves and it is evidently a 
wrong policy that the companies are following. The 
Insurance Companies should take note of this view 
of the question. 


has 


MEDICAL CERTIFICATES 


I now take up the question of mediéal certi- 
ficates. I know the question of counter signature by 
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certificates granted by 
lot of 
leave 


Civil Surgeons on ‘medical 
Registered practitioners has been causing a 

heartburn in the profession. Whenever the 
recommended exceeds one month the heads of the 
departments have to send the certificates for counter- 
signature by the Civil Surgeon. This in addition to 
showing distrust in the Registered practitioners, 
causes lots of hardship to the sick employees. The 
Registered practitioner, having put himself under the 
disciplinary control of the Medical Councils, deserves 
to be trusted and his certificates should be accepted 
by the heads of departments without the necessity 
of countersignature by the Civil Surgeons. The 
U. P. Medical Council has recently recommended to 
the Government that the fundamental rules regard- 
ing medical certificates should be revised so that 
counter signature by Civil Surgeons was not required 
at all. We are thankful to our friends in the U. P. 
Medical Council who have advocated this necessary 
reform and carried it through and hope that the 
Government will accept the recommendations of the 


U. P. Medical Council. 


ANALYTICAL LABORATORIES 


the Province is the 
establishment of an analytical laboratory for testing 
drugs to certify to their purity and potency. This 


has become specially necessary now that so many 


Another urgent need of 


firms are coming into existence for the manufacture 
of drugs in India, and there is every likelihood of the 
industry growing. This is the only way in which 
India can become independent 


If the: drugs are examined 


of importing drugs 
from foreign countries. 
and certified to be pure and possessing standard 
potency, it will help this industry by creating con- 
fidence in these drugs among the medical practi- 
tioners. In addition to control of drugs 
tured in India, a special control is necessary on drugs 
and patent medicines The 
establishment of an Analytical Laboratory will mean 
expense, but this will be money well-spent and I 
am sure the Government will not grudge it. 


manufae- 


imported into India. 


U. P. Emercent Mepicau Revier Unit 


Another question to which I would invite your 
attention is the establishment of the U. P. Emergent 
Medical Relief Unit. The idea was started two years 
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back and appeals were made for subscription and 
volunteers, but I am sorry to say that the response 
las. been poor indeed. I would appeal to the pro- 
fession to make the scheme a success by subscribing 
liberally to it and by volunteering their services for 
this noble cause. Floods and epidemics are becoming 
socommon. The I. M. A. should do its bit to relieve 
human suffering on such occasions. 


UNEMPLOYMENT AmMona MeEpicaL MEN 


Unemployment is really becoming a serious 
problem among medical men. Is the supply of 
medical men in excess of the demand? I personally 
do not think so. The chief causes of unemployment 


to my mind are :— 
(a) Qualified doctors are mostly crowded in 
towns. The reasons for this are :— 

(i) The condition in which medical 
are trained in colleges are such that they find 
it difficult to settle down in the primitive 
condition prevailing in villages ; 


men 


(ii) The villages are too poor to afford to 
to make it worth the while of a qualified 
doctor to take up rural practice. The cost of 
medicines is also beyond their means. 


(b) There is unfair competition from the 
the one hand and the vaids and 
hakims on the other. In ordinary illness people 
prefer to‘ have the services of quacks and vaids 
und hakims as they are comparatively cheap. 


quacks on 


(c) Abuse of hospital treatment by people 
who can afford to call in a private practitioner. 

The remedies that I can think of for this evil 
are :— 


(a) Qualified doctors should be encouraged 
to settle in rural areas with the help of substan- 
tial subsidies by the Government. During the 
college period, students should be encouraged to 
lead simpler lives and not allowed to learn 
expensive habits. 


(b) Some steps have to be taken by the 
Government to check quackery not only in the 
interest of the medical practitioners but in the 
interest of the patients. 


(c) Some steps may be taken to prevent 
abuse of hospital facilities by those who can 
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afford private treatment, without causing hard- 
ship to individuals. 

(d) Some sort of Health Insurance Scheme 
has to be introduced, specially in towns and this 
would provide employment to a number of 
doctors as Health Insurance Doctors. The help 
of experts will be necessary to make a scheme 
of health insurance practical. 

(e) Freshly qualified doctors should be 
employed as House Surgeons and “House 
Physicians in the various hospitals for a year or 
so. This will give them’ opportunities to get 
familiar with work and get contidence for settling 
down in private practice. 

(f) The qualified medical men should try and 
accommodate themselves to the conditions in 
which they work and should try and make 
medical practice as cheap as possible consistent 
with maintaining the high level of standard of 
work and thus prevent patients from being 
thrown into the hands of quacks. 


Tue I. M. A. & Our LicENTIATE BroTHERS 
AND SISTERS 


The I. M. A. is 
provides a common platform for all classes of medical 
men-on terms of complete equality. The U. P. 
Provincial Branch was started in October, 1934, as a 
result of the efforts of a few friends in Meerut led 
by Dr. Bhupal Singh, the silent but indefatigabie 
Provincial Secretary of the I. M. A., when there 
were only 4 branches of I. M. A. in existence ‘in 
U. P.. The number of branches now is 32, thanks 
to the persistent efforts of the Provincial Ofiice- 
bearers. 


the only association which 


The relations between the Licentiates and 
Graduates continued very happy indeed till 1936 
when a discordant note was struck by some Licen- 
tiates who demanded that the Offices should be 
held jointly, simultaneously or consecutively by the 
Licentiates and Graduates. These gentlemen tried 
to capture some of the Offices at the Annual General 
Meeting held during the session of the Allahabad 
Conference, but failed to get support even from the 
Licentiate members. They, unfortunately, did not 
take their defeat in a sportsmanlike spirit but staged 
a walk-out. Since then this small group has been 
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carrying on a campaign of vilification of the 1. M. A. 
But thanks to the good sense of the Licentiates their 
propaganda has had little effect over Licentiate 
members who realise that the I. M. A. is not at all 
at fault in the matter. The policy of I. M. A. as 
regards Offices has been ‘‘the right man in the right 
place, irrespective of class’? and nobody can deny that 
that is the best policy for any democratic institution. 
I earnestly appeal to these few gentlemen, in the 
interest of the profession as a whole, to stop this 
disruptive propaganda. The only way in which the 
profession can safeguard its interest is by unity 
among its ranks. The I. M. A. should be the one 
central organisation like the B. M. A. in England 
and it should be the proud privilege of every medical 
practitioner to be a member of the I. M. A. It is 
high time that the sister Associations should consider 
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this position and should decide to merge themselves 
into the I. M. A. 


CoNCLUSION 


In conclusion I would invite your attention to 
our duties as medical men. Ours is a noble profession 
devoted to the service of humanity. 
the ideal of service for the sake of service, always 
before us. We should and 
generous towards our professional brothers and sisters 
and be on our guard against petty jealousies. The 
best code of ethics to follow in opinion is to 
they 


Let us have 


also be considerate 


my 


do to others what you wish should do unto 
you. 

I shall now close and will take this opportunity 
to thank you for the patience with which you have 


listened to my address. 


RESOLUTIONS PASSED AT THE FIFTH U. P. MEDICAL CONFERENCE 


1. Resolved that this Conference expresses its 
profound grief at the sad demise of Dr. Srish Chandra 
Basu of Allahabad and conveys its sympathy to the 
bereaved family. 

2. Resolved that this Conference expresses its 
gratitude to the Hon’ble Minister of Health for 
according official recognition to the Indian Medical 
Association, U. P. Provincial Branch as an Advisory 
body to be consulted by Government in all matters 
concerning medical aid and public health, and for 
having appointed a Committee consisting of, among 
others, a few medical men and a representative of 
the I. M. A., U. P. to go into various medical 
matters affecting the public health, medical institu- 
tions, ete. 

3. Whereas the U. P..Government has appointed 
a Committee referred to in the previous resolution, 
this Conference resolves that the attention of the 
Hon’ble Minister and the members of the said 
Committee be drawn to the memorandum presented 
to the Hon’ble Minister by a deputation of medical 
men appointed_by the 4th U.P. Medical Conference 
held last year at Benares and that a request be 
made to them to give due consideration to the 
recommendations contained. in. that memorandum. 


4. Resolved 


the Govern- 
ment of India’s scheme of reorganisation of 
the I. M. S. as announced in _ resolution 
No. 205, dated 25th Mareh, 1937, which 
instead of abolishing the Civil side of I. M. S. 
as recommended by the Services Sub-Com- 
mittee of the R. T. C., thought fit 
to perpetuate the thus ham- 
pered the legitimate growth of the Civil 
medical services of India envisaged by full 
Provincial Autonomy. 


(b) that 
protest 
as -it:— 


(a) that this Conference condemns 


has 


same, and 


this Conference lodges its emphatic 


against this retrograde scheme 


(1) introduces gross racial discrimination; 

(2) perpetuates the doctrines introduced by the 
Lee Commission; 

(3) almost doubles the personnel of British Offi- 
cers in proportion to Indians, whose cadre has been 
reduced; and 


(4) perpetuates unfair and distinctional system 
of recruitment to the I. M. S. by nomination and 
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selection 


instead of the just method of pure and 


simple competition for all classes of applicants. 


(c) that this Conference reiterates the oft-repeated 


5. 


Civil 


appointment 


demand of complete abolition of the 
side of the I. M. 8. 
of a non-I. M. S. medical man to the post 


and for 


of the Inspector-General of Civil Hospitals 
in U. P., when it next falls vacant. 


Resolved that this Conference reiterates its re- 


quest to the Hon’ble Minister of Health to amend 


the U. 


P. Medical Council Act in the light of the re- 


solutions passed in the previous Conferences. 


6. 


Resolved 


(a) that this Conference draws the attention of 


the Government and Minister in charge of 
local bodies (Municipal, District Boards, etc.) 
to its demand that representatives of medi- 
cal the Municipal and _ District 
Boards ete. are essential in the interest of 
public health and sanitation because medical 
men independent of party tickets will be 
in a position to deal freely and independ- 
ently with such questions. 


men on 


(b) that the Government be requested to pro- 


7. 


(a 


vide special seats for representatives of the 
branches of the I. M. A. in U. P. on these 
bodies. 


Resolved 


) that in the opinion of this Conference, it looks 


anomalous that the franchise to elect 2 

representatives of independent medical 

practitioners to the Governing Body of the 

U. P. State Medical Faculty should be in 

the hands of people who do not belong to 
- the independent medical profession. 


(b) that the Government be requested to transfer 


8. 
T. M. 


suitable representation to the 


the right to send these representatives of 
the independent medical profession to the 
voters concerned, namely Graduate private 
medical practitioners in U. P. 


Resolved that the Provincial Secretary of the 
A., U. P. Provincial Branch, should make a 
local Government 
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regarding amendment of clause 1 of Section 5 and 
clause 8 of Section 3 of Lunacy Act IV of 1912. 


9. 


(a) that, in the opinion of this Conference, 


(b) that the 


10. 
class and caste system 
which is found nowhere else except in India, 
Minister of Health, U. P., be requested 


a3. 


Resolved 


the 
regarding 
for 


present Government regulations 
medical certificates in case of 

vaccination and for fitness for Government 
services and admission to various institutions 


Sur- 


geons are not fair to the registered medical 


illness, 


demanding counter signatures of Civil 


practitioners and imply distrust of them by 
the Government. 


attention of the Government be 
drawn to the unanimous recommendation of 
the U. P. Medical Council by resolution 
No. 22 of 14-12-37 asking for amendment of 
the fundamental rules governing leave, etc., 
of the Government servants and that this 
Conference reiterates its demand that 
necessary changes be made in the funda- 
mental rules in this connection. 


Resolved that in order to remove the baneful 
in the medical profession, 
the 
to follow 
the policy of the Hon’ble Dr. T. S. S. Rajan of 
Madras by raising the standard of the Agra Medical 
School to that of a degree college. 


Resolved 


(a) Whereas the present Indian Medical Council 


Act excludes a large number of qualified 
medical men possessing registrable qualifica- 
tions in the various Provinces of India from 
its purview and thus imposes a great dis- 
ability on them, this Conference is of 
opinion that the Act should be so amended 
as to include all grades of qualified allopathic 
medical practitioners in its fold so long as 
the present medical schools continue to 
function as at present. 


(b) That the acceptance of the medical qualifica- 


tions of all other countries should be based 
on principles of reciprocity, self-respect and 
economic considerations. 
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(c) That the Indian Medical Council] should con- 
sist of a majority of elected members. 


(d) That the Hon’ble Minister be approached to 
press the Central Government to amend the 
Indian Medical Council Act in the light 
of the above resolution. 


12. Quackery :— 

Resolved 

(a) that this Conference notes with concern the 
increasing evil of quackery in U. P. where 
all sorts of suffixes and prefixes simulating 
recognised medical degrees or diplomas are 
being assumed freely by unqualified persons 
to advertise themselves as qualified medical 
men and requests the Government to take 

the public 

and the profession from the consequences of 

this evil; and 


necessary measures to protect 


(b) that in the opinion of this Conference it is 
now high time that the Government should 
make it a penal offence for any one to use 
the prefix Doctor or Dr. before his name 
unless he possesses a degree of doctorate 
from any recognised university or possesses 
a medical qualification from one of the 
medical institutions recognised either by 
the Indian Medical Council or one of the 
Provincial Medical Councils or both. 


13. Whereas in the interest of public health it is 
highly desirable to ensure uniformity of composition 
in the case of Biological products such as_ Sera, 
Vaccines, other special and proprietary medicines 
and whereas it is necessary to provide a check on the 
‘extravagant claims put forward on behalf of patent 
medicines, it is hereby resolved that the Central and 
Provincial Governments be requested to start at a 
very early date, a Centra] Analytical Laboratory and 
a Provincial Laboratory in each Province as suggest- 
ed by Col. Chopra’s Drug Enquiry Committee to test 
such preparations from time to time and to report 
to the Government all cases where the medicines 
are found to be below the standard or the advertised 
specifications for taking proper action. It is 
suggested that the expenditure involved in the 
establishment of a Laboratory or Laboratories may 
‘be met by a cess on the manufactures of the patent 
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the case of tea, 


put on 


medicines as in jute, ete., and 


similar duty be the imported patent 


medicines. 


14. Whereas this Conference is of opinion that in 


addition to the name of the patent medicines and 


manufacturer’s name, their composition must be 
mentioned on the labels, but no description of their 
properties should be allowed to be advertised except 
in the medical press, it is resolved that the Central 
Government be requested to take effective steps for 
advertisement 


controlling and regulating the public 


of patent and proprietary medicines. 


15. This Conference notes with regret the ten- 
dency on the part of Insurance Companies to reduce 
the seale of medical examination fees, which is an un- 
justified as it is harmful to the the 
In order that the work be 
the 


interests of 
Companies themselves. 
with 


efficient and remuneration commensurate 


labour and responsibility involved, this Conference 


it as its definite opinion that the following 
adopted by all the Com- 


expresses 


minimum scale of fees be 


panies :— 


For cases below Rs. 2000—Rs. 10. 
Rs. 2000 and below Rs. 5000—Rs. 12. 
ts. 5000 and over—Rs. 16. 


Copies to be sent to the Hony. General 


Secretary, I. M. A., Calcutta. 


16. Resolved that this Conference requests the 
Government that the personnel and equipment of 
medical officers hitherto employed by the Public 
Health Department during times of epidemics be 
increased, so that more efficient medical aid be avail- 
able to the rural masses in times of epidemics. 


17. Resolved that this Conference requests the 
Government that with a view to efficiently serve the 
health interests of the rural masses and to inculcate 
the ideals of health and hygiene among the masses 
and village school boys and to improve the sanitary 
conditions in the villages, the district health scheme 
may be extended to all the districts in the United 
Provinces. 


18. Resolved that the Government be requested 
that as in the case of budget of the Education 
Department of the local boards it may also specific- 
ally lay down that it will be obligatory on all the 
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local bodies in U. P. to earmark a certain sufficient 
percentage of their income for Medical Aid and 
Public Health. 


19. This Conference protests against the new 
duty of Rs. 21/14/- per gallon on Rectified Spirit 
and the method of its collection, where it is  in- 
cumbent upon a registered medical practitioner to 
open the parceis of drugs containing Rectified Spirit 
before an Excise Inspector. This entails great delay 
and inconvenience to the practitioners and therefore 
this Conference requests the local government to 
either abolish or at least modify it suitably. 


20. This Conference resolves that in future all 
Sanitary Inspectors be appointed from amongst 
qualified medical practitioners and that their designa- 
tion be changed into Health Assistants. 


21. This Conference requests the University of 
Lucknow to allow Licentiates to appear for M. B., 
B. S., Examination on conditions similar to those 
obtaining in the University of Madras. 


22. Resolved that this Conference places on 
record its grateful thanks to the Hon’ble Hafiz 
Mohd. Ibrahim, Minister of Health, U. P., for very 
kindly inaugurating the Conference. 
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23. Resolved that this Conference thanks the 
Chairman, Office-bearers, members and volunteers of 
the Reception Committee for the excellent arrange- 
ments made by them in making the Conference at 
Agra a great success. 


24. This Conference thanks the Rev. Canon 
T. D. Sully, Principal, St. John’s College, for placing 
the grand College Hall and the Staff Club at the dis- 
posal of the Reception Committee for the use of the 
Conference. 

25. This Conference thanks Mr. Daw Dayal 
and the Committee of Management of the Murari 
Lal Girls’ School for kindly placing the School 
building at the disposal of the Reception Committee 
for accommodating delegates and members of the 
Conference. 

26. This Conference also thanks Mr. J. C. 
Banerji, the Warden of the Hostels and Mr. A. N. 
Banerji, Secretary of the College for ungrudging and 
valuable help rendered to the Reception Committee 
in making the Conference a success. 

27. This Conference thanks Messrs. Bengal 
Cheinieal and Pharmaceutical Works, Ltd., Calcutta, 
for entertaining the members of the Conference 
to tea. 
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ASSOCIATON NOTES 


Minutes or proceedings of Branches and Affiliated Societies intended 
for publication should be sent to the General Secretary of the 
I, M. A., Samavaya Mansions, Calcutta—Evtror. 


CENTRAL COUNCIL 


Proceedings of the XLVI Meeting of the Central 
Council of the Indian Medical Association held at 
36, Wellington Street, Calcutta, on 22nd September, 
1938, at 7 p.m.: 

Members present:—Sir Nilratan Sirear, Dr. B. 
C. Roy, Dr. K. 8. Ray, Dr. P. C. Chakravarti, Capt. 
P. B. Mukherji, Dr. C. C. Basu, Dr. P. K. Roy 
Choudhury, Dr. A. N. Ghosh, Dr. J. P. Chaudhun, 
Dr. B. K. Ghosh, Dr. K. K. Sen Gupta, Dr. A. D. 
Mukerji, Dr. 8. K. Bose, Dr. B. Banerji, Dr. P. C. 
Roy, Dr. B. N. Ghosh, Dr. A. K. Sen, Dr. T. N. 
Banerjee, Dr. N. L. Ghosh, Dr. T. N. Ghosh, 
Dr. (Miss) B. Thungamma, Capt. J. R. Dhar, 
Dr. G. D’Silva, Dr. R. C. Sen, Dr. S. N. Das, 
Dr. K. M. Pal, Dr. Sunil C. Bose, Dr. K. C. 
Chaudhuri and Dr. R. M. Bakshi. 

Dr. B. C. Roy, the President, took the chair. 

At the outset the President remarked that in 
the usual course of things a meeting of the Central 
Council should have been held three months after 
the Delhi meeting. It was entirely his fault that no 
such meeting could be convened. He had te decide 
as to the venue of the meeting and had _ therefore 
written practically to all members outside Bengal 
to let him know their views on the matter. And 
ultimately after receiving the replies he decided to 
hold the meeting in Calcutta and notices to that 
effect were sent to members. 


1. Confirmation of the Proceedings of the last 
meeting held at Delhi on 22-2-38. 


In this connection, the President mentioned 
that he had received a letter from Dr. T. N. Ghosh 
in which he objected to the correctness of item 
No. 7 (c) in the minutes. As no other objections 
were received, nor any of the members objected to 
any other part of the record of the proceedings of the 
last meeting of the Central Council he therefore 
took it that the other items could be confirmed at 
the meeting. There was no objection from any 
member. The President then read the letter dated 


16-9-88 from Dr. T. N. Ghosh and observed: 
‘Evidently Dr. Ghosh does not deny the fact that 
there was «a suggestion made by the Secretary at 
the meeting at Delhi regarding house accommodation 
and that the President said that the matter need 
not be discussed as the Secretary should be allowed 
to do the needful. What Dr. Ghosh objects to is 
whether the figure Rs. 125/- mentioned in 
connection with the rental of new office. Dr. Roy 
who presided at that meeting said that the figure 
was mentioned. He thought that the words used 
were ‘‘not exceeding Rs. 125/- monthly.’’ It could 
therefore be taken that the proceedings as recorded 
give a correct statement of the facts as they 
happened on 22-2-38. With regard to the rest of the 
question Dr. Ghosh has raised in his letter, viz., that 
with the house rent 


was 


‘‘the expenses in connection 


represent an increase of 150%,’’—well, these did not 


arise in connection with the confirmation of the 
proceedings.’ 

Dr. P. C. Roy pointed out that while some parts 
of the proceedings were elaborately reported there 
were others which were greatly abridged. He 
requested the President to delete a portion of the 
reported proceedings of item No. 5. The Secretary 
said, ‘‘We are not responsible if the discussion on any 
particular item is lengthy. We have got to give as 
correct a version as possible. There was a shorthand 
reporter who submitted his report and it was verified 
by the President.’’ The President then said that if 
Dr. P. C. Roy remembered what happened at the 
Delhi meeting on any specific item he might put it in 
writing and send it to the President. He would 
rather incorporate the elaborated statement instead 
of abridging the other as suggested. The Secretary 
remarked that if Dr. P. C. Roy made out any case 
for alteration of proceedings he could have given 
notice of it earlier. Dr. Ray enquired whether it 
would be in order to incorporate anything after the 
proceedings were confirmed. The President said 
‘Yes, if there is only a verbal and no material 
alteration and if the meeting authorised him to make 


the alteration.’’ 


> 
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2. Adoption of Accounts for the period 1-1-38 
to 30-6-38. 

Dr. P. C. Roy: “‘Sir, on the receipt side of the 
audited accounts I find contributions from Bengal 
and again contributions from South Calcutta and 
Kankurgachi.’’ He enquired if it was desirable that 
the branches should give money direct to the Central 
Council. Should they not be sent through the 
Provincial Branch? He remarked that even before 
the dispute arose the Kankurgachi Branch had paid 
direct to the Central Office. They were being 
encouraged to do this.’’ The Secretary replied that 
the contributions from the Kankurgachi and South- 
‘Calcutta branches were sent to the Bengal Provincial 
Branch but the latter refused to accept them. Even 
after the recognition of the three Calcutta branches 
had been confirmed by the Central Council the 
Bengal Provincial Branch refused to accept the 
decision. On their refusal the Central Office had to 
accept the money direct. If they had not done so 
the branches would have been put to great and un- 

inconveniences and therefore in the 
their contributions had been separately 


necessary 
accounts 
shown. 

Dr. T. N. Ghosh: It is a fact that these 
branches were formed just before our arrival at 
Madras. At that time the question was never consi- 
dered by the Provincial Branch and on that occasion 
the money was accepted by the General Secretary 
without having made any reference to the Provincial 
Branch. 


President: This audited accounts refer to the 
months of January to June. The question of contri- 
bution that might have been paid in December last 
does not arise here. 

Dr. P. C. Roy rose on a point of order to enquire 
if anyone not belonging to the Central Council could 
be present at the meeting. He then pointed out to the 
clerk and the reporter of the Association and 
objected to their presence in the hall. The President 
replied that the presence of the reporter was in- 
dispensable for reporting the proceedings of the 
meeting. Dr. P. C. Roy asked that the clerk who 
was at the time doing nothing might retire and wait 
in the next room. The Secretary said that he was 
also the office accountant and as such his presence 
was necessary for helping him with files and helping 
him with figures, etc. 
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Resolved that the audited accounts as circulated 
be adopted. 


3. Declaration of the names of the President 
and Vice-Presidents for the year 1939 under Rule 
17-C (a). 

Resolved that the following gentlemen having 
obtained the largest number of votes from thie 
branches be declared duly elected: 


President—Dr. G. DaSilva. 

Vice-Presidents—Lt.-Col. T. S. Shastry, Dr. P. 
T. Patel, Dr. G. R. Tandon. 

4. Fixing the dates of the XV All-India Medi al 
Conference to be held at Meerut. 


The Secretary reported that there was some di'ti- 
culty regarding the fixing of dates. The annual 
meeting of the All-India Licentiates Association \ ill 
be held at Gauhati on the 24th, 25th and 26th aid 
we are to see that the two conferences at Meerut ad 
Gauhati might not clash with each other. The 
Reception Committee of I. M. A. had _ origina'ly 
suggested the 26th, 27th and 28th December as thie 
dates of the Conference; but the All-India Medical 
Licentiates Association communicated the difficulties 
of their members if those dates were fixed. ‘hie 
Reception Committee at Meerut then replied t)iat 
they might accommodate the Licentiates by holding 
back their dates by one day, i.e., they might start on 
the 27th December instead of on the 26th. The 
President said that the Licentiates had fixed their 
dates on 24th, 25th and 26th December. They mi:ht 
start their Conference on the 28rd so that there might 
be two days’ time to cover the distance from Gauliati 
to Meerut. He thetefore asked the Secretary to 
write to the Licentiates Conference to hold their 
session earlier by a day. It was resolved tliat 
December 27th, 28th and 29th be fixed as the da‘es 
for holding the Meerut Conference. 


5. Consideration of the provisions of the ‘n- 
come-Tax Amendment Bill, 1938. 


The Secretary suggested that in view of ‘he 
comprehensive nature of the Bill, the technicalities 
involved and the difficulty of mastering it, clause by 
clause, it would serve no useful purpose to discuss it 
in that meeting. He therefore recommended thai a 
sub-committee might be formed and authorised to go 
into it and make their recommendations. It would 
be too late to place their recommendations to ihe 
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‘entral Council as their opinion on the same was al- 
eady overdue. Therefore he suggested that the re- 
commendations might be sent to the Select Com- 
nittee. The President and the members concurred. 
‘he Secretary further said that as he could not give 
the views of the Association as a whole he had al- 
ready forwarded the opinions on the Bill so far re- 
‘eived from the branches to Dr. G. V. Deshmukh, 
Vr. Asaf Ali and Mr. Sri Prokash of Benares, re- 
questing them to take up the matter in case their 
final opinion was delayed. Dr. G. DaSilva then 
proposed and was seconded by Dr. Dhar of Jessore 
that a sub-committee be formed with full powers to 
deal with the question, consisting of the following 
members :—President, Hony. General Secretary, 
Dr. T. N. Ghosh and Dr. P. C. Roy with powers to 
co-opt. The name of Dr. 8S. C. Sen of Delhi was 
suggested by the General Secretary for inclusion in 
the sub-committee which was accepted. 


6. Consideration of the resolutions passed by 
the joint meeting of the Faridpur and Rajbari 
branches regarding scale of fees paid by Insurance 
Companies. 


In the resolution passed by Faridpur and Rajbari 
branches it was suggested that no member of the 
I. M. A. should accept any fees less than Rs. 8/- from 
Insurance companies. In this connection the Secre- 
tary also placed before the house the resolutions 
received from other branches. The President en- 
quired if the opinions received from these branches 
were almost similar. The Secretary placed the 
letter of the Jalpaiguri Branch in which the members 
objected to the suggestion that no member of the 
I. M. A. should accept fees less than Rs. 8/- as 
they were apprehensive that if they passed such 
a resolution it was just possible that other medical 
men not members of the I. M. A., might take ad- 
vantage of the situation to the detriment of the interest 
of the members. They therefore suggested that it is 
better to move the Central Legislature to compel 
the Life Insurance Companies to adopt a uniform 
standard of medical fees for examination of life in- 
surance cases, Rs. 8/- being the minimum amount 
for each ease of Rs. 1000/-. The Secretary also re- 
ferred to the resolution of Barrackpore Branch asking 
the ‘‘Central Government be moved to fix statutory 
minimum to be paid by Insurance Companies for each 
case’. The Secretary then communicated the con- 
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tents of the reply ‘of the President, Indian Life 
Assurance Offices Association to his letter, in which 
he repudiated the charge of having ‘further reduced 
the fees’ but at the same time said that he was 
going to place the matter before the next meeting 
of their Executive Committee for consideration. 
The Secretary said that he had learnt on enquiry 
that they were going to have their next meeting 
He also sug- 


might find 
Faridpur 


sometime in November in Calcutta. 
gested that as some of their members 
it difficult to carry out the resolutions of 
Branch, if passed by this house, namely that of re- 
fusing to examine insurance cases below a certain 
minimum fee, they should at first explore all avenues 
for amicable settlement before they took any 
drastic step and for that purpose recommended that 
three or four persons might be authorised to nego- 
tiate with the Executive of the Indian Life As- 
surance Offices’ Association. Let them decide what- 
ever action was necessary after the result of such 
a conference. In the meantime they should ask 


the branches to await the results of the conference. 


President: If you feel that the position of the 
profession is such that if this house passes a resp- 
seriousness bv all 
Much 
to our shame, let us confess that the position is not 
that. The position was so bad that in order to satis- 


fy an agent a doctor has been known to share his fees 


lution it will be observed in all 
our medical friends. then it is something. 


with the agent. 


Dr. T. N. Ghosh: Before we take uv the formal 
discussion of the resolution I suggest that we take 
the sense of the house. Are we to take it that some 


of us, at least those who are the chief medical 


officers or people of importance in such Insurance 


Companies, are going to side with us? 


Both the President and Sir Nilratan 
readily assured Dr. Ghosh of support and co-oneration 
so far as thev were concerned. Dr. Sirear said that 
Rs. 8/- should be the minimum of their demands. 
He enquired if nrevious to this thev had anv sub- 
The Secretary replied 


Sirear 


committee on this matter. 
that they had several 


A Member: In this connection we have ent a 
definite resolution from the Faridnur Branch. Thev 
have alreadv ceased to examine eases. ‘You enn lend 


support to their action by a resolution of the Central 
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Council; otherwise they may think that we are let- 
ting them down. 

The President suggested that a small sub-com- 
mittee be formed to meet the representatives of the 
Insurance Companies and place the result of their 
meeting before the next meeting of the Central 


Council. 


Sir Nilratan Sirear: We must act conjointly and 
take the other constitutional body, the All-India 
Medical Licentiates Association along with us. 
Many of their members are also Insurance examiners. 
We should make common cause with them. What- 
ever action we take we must do so jointly with them. 
Of course there are some other people outside these 
two bodies upon whom we have no hold. For the 
present I think we should start communications with 
the All-India Medical Licentiates Association. 


Dr. P. C. Roy then moved that the Central 
Council supports the proposition that a small sub- 
committee consisting of the President, the General 
Secretary and the following members be formed to 


meet the representatives of the Indian Insurance 


Companies for an amicable settlement, that the fees 


for examination of a proponent for life insurance 
should not be less than Rs. 8/- and that the General 
Secretary approach the Standing Committee of All- 
India Licentiates Association for a joint movement 
in this behalf:—Sir Nilratan Sircar, Dr. A. D. 
Mukerji, Dr. Nanilal Ghosh and Dr. P. C. Roy. 


Te resolution was seconded by Dr. DaSilva. 

Capt. P. B. Mukerji: We have previously pass- 
ed resolutions that the fees paid by the Insurance 
Companies should be standardised. We should not 
therefore mention any figure at all. There are many 
companies who pay Rs. 16/- even for a Policy of 
Rs. 1000/-. If you mention Rs. 8/- in your reso- 
lution, these companies will at once jump upon this 
resolution and reduce their fees. I insist on a 
standardised fee and I am opposed to the idea of 
mentioning any figure. He moved that no figure be 
mentioned in the resolution. 


President: After ali I do not see Dr. Mukerji’s 
point. What we say is that the minimum should 
not be less than Rs. 8/-. If the insurance companics 
want to have their cases examined by us, they must 
pay a minimum of Rs. 8/- although they might, as 
heretofore, pay more. 
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Sir Nilratan Sircar: The question is—is the pro- 
fession prepared to hold on—to stick to that sum? 1) 
is no use making a vague statement. I think the 
majority of our brothers who do insurance work 
either belong to this Association or to the Licentiates 
body. Are they prepared to accept Rs. 8/-? If you 
think that all of our professional friends would b¢ 
only prepared to do insurance work for Rs. 10/- o1 
Rs. 16/- then I am prepared to accept those figures 
Instead of Rs. 8/- we should then put down Rs. 16/ 
But I think Rs. 16/- will not help us much when 
there are already persons examine for 


Rs. 4/-. 


Secretary: I think there are many doctors whx 
are working for Rs. 8/-. I received a letter from the 
Silchar Medical Club in which they made a complaint 
that in spite of their protest the insurance companies 
are having no difficulty in getting their ‘ cases 
examined by the Licentiates and a Graduate of that 
place. We can pass a resolution here but we _ shal! 
never be able to dissuade nor prevent men of ow 
profession from working for lower sums. I am parti 
cularly thinking of the Licentiates. Then again, whe 
a sub-committee is going to be formed, unless you fi 
a definite amount how are they expected to report: 
How can you give them directions unless you put th: 
amount somewhere? We have got to take the ris! 
that some of the companies might take advantage o! 
our resolution to reduce their fees. If on the othe 
hand you make Rs. 16/- the minimum I am afrai: 
there will not be many insurance companies wh: 
will be ready to pay that sum. 


willing to 


Dr. Mukerji’s amendment was then put to vot: 
and was lost, only 4 being in favour of it. 


The question of putting Rs. 16/- as the figur 
was then put to vote and was also lost, 8 being i: 
favour of it and 10 against. 


The original resolution as moved by Dr. P. C 
Roy was then accepted by a large majority. 


The President did not agree to Capt. P. B 
Mukerji’s request to allow the names of those wh: 
dissented from the majority on the question o 
standardisation of fees to be recorded in th 
proceedings. 

Sir Nilratan Sircar proposed that if possible 
conference: should be held of members of both th 
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Licentiates and the I. M. A. so that a joint decision 
might be arrived at for it was a matter which con- 
cerned the Licentiates as much as the Graduates. 


7. Miscellaneous. 


The President: The General Secretary has 
placed before me the information that the following 
new branches have been formed since the last Central 
Council meeting:—Ghaziabad, Firozabad and 
Roorkee in U. P.; Hubli in Bombay; Rajbari, Bar- 


nagore and Dhakuria-Kasba in Bengal. 


On enquiry the President was told that Bar- 
nagore and Dhakuria-Kasba had applied through the 
Bengal Provincial Branch. They have forwarded 
their contributions which have been received by the 
Secretary, Bengal Provincial Branch. 


Dr. T. N. Since when is the practice 
grown of recognising branches directly by the Central 
Council? Is this a solitary occasion? The Provincial 
Branch had no time to consider their applications 
and the Provincial Council has not yet met. 

The President then referred to Rule 6-C(a) on the 
formation of branches. 

Dr. T. N. Ghosh: With reference to that rule 
may I just enquire whether applications that the 
Secretary received have been forwarded by the Bengal 
Provincial Branch as required in the rule? Has he 
received both the application and the money contri- 
hutions directly from the branches concerned ? 


Ghosh: 


President: With regard to the rule, the language 
is ‘‘Local branches shall be formed by the eligible 
members of the profession residing or practising in 
that area resolving to form themselves into a branch 
of the IT. M. A. and getting the I. M. A. application 
forms signed by all the persons wishing to join the 
I. M. A. through the said branch and forwarding 
them to the Central Council (through the Provincial 
Council if one such exists in that Province or State) 
with the subscription for all members at the rate 
hereinafter fixed and the names of its office-bearers.”’ 
The rule says that the applications should be accom- 
panied by subscriptions to the Central Council; the 
applications are to be forwarded through the Provin- 
cial Council, but the subscriptions should come to the 
Central Council along with the names of the office- 
Obviously as the rule stands, the inter- 
That people who want to join the 


bearers. 
pretation is this: 
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I. M. A. and 


applications to 


branch shall forward their 
Central 


but 


should be sent through the provincial branch is not 


forin a 
thé 
Provincial Councils; 


Council through the 


whether the money also 
clear. 


Dr. T. N. 


of the chair, I have nothing to say. 


Ghosh: Jf this is the interpretation 
This perhaps 
confirms meant to 


the saying that language was 


conceal thoughts, not to express them. 
Dr. P. C. Roy: 
the explanation that because the 


Our Secretary took shelter under 
Provincial 
alter- 
from 


Bengal 
Branch retused in the past, he had no other 
direct 


native but to accept the contributions 


the branch. Is he gomg to say the same thing this 


time also? 
President : 

them’ (them 

Council through the Provincial Branch. 


As J read the rule it says ‘forwarding 
the Central 
‘With the 


language 


means applications) to 


the 
here stands, I rule that the applications should come 
Central 
Council and the Subscriptions should come direct to 


subscription’ comes atterwards. As 


to tlie Council through the Provincial 


the Central Council. Since there is some amount of 
misunderstanding my ruling is: as far as language 
goes it means all persons who wish to join the I. M. A. 
and form a branch shall have the application forms 
signed and get them forwarded (‘them’ referring to 
the applications) to the Central Council through the 
Provincial Council if one such exists. If it was 
intended that the subscriptions should also be sent 
through the Provincial Council, the language would 


The 


raised is whether according to the rules the Provincial 


have been “‘along with them.’’ second point 
Council should have the option of deciding whether 
a branch should be formed or whether the Provincial 
Branch is merely a office, 
ensuring that the Provincial Branch is kept informed 
the Province. In 


post the rule merely 
of the formation of branches in 
my view, the Provincial Branch has no option in the 
matter and that according to the rule, they 
forward all applications for the consideration of the 
Central Council. 

Dr. Sunil C. Bose: 


these branches have been formed. 


must 


We know with what motive 
Secretary: Our object, Sir, is to organise the 
profession and to have as many 
possible. We want them to join together and form 


members as 
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If a branch has been 
organised according to rules what harm is there if 
tue Central Council should decide to 
Whenever a group of medical practitioners in any 
particular town or area establish a branch I submit 
that it would be highly unjustifiable to question their 


branches where there are none. 


recognise it. 


object or impute them motives, specially so, when 
they are not here to detend themselves against the 
allegation. It is our duty to welcome the tormation 
of any branch rather than question their motives. If 

simply 
time to 


now -and here 
had no 

consider their cases, then they will have to wait for 
their recognition for another three months. There- 
fore, I submit that the Central Council would not 
be doing justice to the newly formed branches by 
deterring their recognition. 


we do not recognise them 


because the Provincial Branch 


They have done every- 
thing requisite in connection with the formation of 
It the Provincial Branch had no time to 
case, it is not the fault of these 
The Provincial Branch might have con- 
vened a special meeting for the purpose. If they 
have not done that it is not the fault of the branches. 
Under all these circumstances I submit that it will 
serve no useful purpose to put off their recognition 
and debar them from the rights and privileges of the 
membership of the Association. 

Dr. A. K. Sen then referred to Rule 17-B (c) (x) 
on page 28 and said that one of the functions of the 
General Secretary is that he shall organise the 
I. M. A. by encouraging the establishment of 
branches where they do not exist and by creating a 
general interest in the 1. M. A. He submitted that 
the recognition of branches depended upon _ the 
Central Council and not on the Provincial Council. 


branches. 
consider their 


branches. 


Dr. K. K. Sen Gupta then mentioned the ruling 
of the President given at Delhi and pleaded that the 
formation of branches has got to be conveyed to the 
Central Council through the Provincial Council. He 
quite agreed that it was a formal matter but insisted 
that the formality should be observed. 


The Secretary then read out the letter dated 
15-5-38 from the Kasba-Dhakuria Branch and said 
that it was originally formed in May, 1938. Since 
Kasba and Dhakuria lay in the outskirts of Calcutta 
and there were many doctors though practising in 
that area resided in Ballygunge within the jurisdic- 
tion of Calcutta, the members decided to form a 
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branch named Kabsa-Ballygunge-Dhakuria. They 
sent a letter to him and also torwarded their contri- 
butions to the Provincial Branch on the same date. 
He wrote to them in reply that according to the 
rules they should have iorwarded their 
applications, etc., 


meinbership 
Council. 
the 
sent to the BSecretary, 


the Provincial 
letter 
was 


through 


fiowever, a copy of their togetuer with 
Provincial contribution 
Bengal Provincial Branch. But no reply was given. 


On the cover of the envelope it was written 
‘retused’. This is how the Bengal Provincial Branch 
has been treating the Head Office and attempts of the 
members to organise new branches in the Province. 
Instead of encouraging they are positively hampering 
the growth of the branches. He was atterwards given 
to understand that objection was taken because the 
word ‘Ballygunge’ appeared in the name of the 
branch and the money was theretore refused. After- 
wards the Secretary requested the members that in 
view of the objection of the Bengal Provincial Branch 
they should drop the word ‘Baliygunge’. This they 
did not agree at first to do as they contended that 
many members residing at Ballygunge found it con- 
venient to join that branch. Then again, on 30th 
July, 1938 they wrote to him complaining that they 
had not received any communication from the 
Central Council. The Central Council had to accept 
the money and applications direct’ in view of the 
refusal of the Bengal Provincial to accept 
the same. Subsequently, however, at the suggestion 
of the President to avoid delay they called a meeting 
of the branch and changed its name. 


Branch 


The President at this stage wanted an answer 
as to why the letter of the Hony. General Secretary 
to the Secretary, Bengal Provincial Branch forward- 
ing the applications and contribution from Kasba- 
Dhakuria-Ballygunge Branch had not been replied to. 


Dr. K. K. Sen Gupta: That was because it was 
irregular. 

President: Could not such an answer be given? 
If you do not do that how do you expect the General 
Secretary to carry on his work? Here are some 
members wanting to open a new branch. Your 
objection is that Ballygunge is within Calcutta. Why 
was not such a reply sent? As a matter of fact, 
members of Kasba Branch came and saw me and 
enquired where they stood. They were prepared to 
form a branch and had already written to the Bengal 
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Provincial Branch but no reply was received since 
May. I advised them that if the Bengal Branch 


objected to the word ‘Ballygunge’ in that case they - 


should drop the word. L suppose they have now 
ected upon that advice from me. The Bengal Branch 
naturally feels that it 1s the representative of all the 
wranches in Bengal and that it should be the mouth- 
piece of all branches in the Province. This desire on 
the part of the Provincial Branch is quite natural. 
But how does the Provincial Branch discharge its 
responsibilities? Here are people of Kasba wishing 
to join the Association and form a branch; the 
General Secretary communicated this thing to tlie 
Bengal Branch. Is it not proper that he 
receive a reply? 


should 


Dr. K. K. Sen Gupta said that if they had 
refused to recognise this branch it was because a 
branch like a man is known by the company it keeps. 

The President requested Dr. Sen Gupta not to 
cast aspersions on any particular member for all 
were equally respected colleagues in the profession 
and asked him to withdraw his remarks. 

Dr. P. C. Roy said that the General Secretary 
deliberately made one mis-statement. 


President: Dr. Roy, common courtesy requires 


that you should not give the judgment yourself but 


let the members decide. You should therefore with- 


draw your remarks. 

Dr. P. C. Roy: At any rate he made one state- 
ment which I think is not correct. He said that the 
requisite. They did 
not follow one primary rule, i.e., they did not apply 
through the Provincial Council. 


Kasba Branch did everything 


President: The rule provides that the applica- 
tions should be forwarded through the 
Council. Whether the Provincial Council approves 
of a branch or not they have got to forward their 
The final decision regarding the re- 
cognition of branches rests with the Central Council. 


Provincial 


applications. 


When the question of the admission of the 
branches was being put to vote, Dr. T. N. Ghosh, 
Dr. Sunil C. Bose, Dr. K. K. Sen Gupta, Dr. Satyen 
Bose, Dr. Balin Ghosh, Dr. B. Banerjee and Dr. 
P. C. Roy of the Caleutta Branch and Dr. B. K. 
Ghosh (Barrackpore) walked out of the meeting in 
protest. 
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the the 


branches numbered 17, there being none against. 


Those who favoured recognition of 


that the formation of the 7 new 


branches be approved. 


Resolved 


The Secretary placed a letter dated 8-9-38 from 


the Hony. Jt. Secretary, Bengal Provincial branch. 
The President 
resolutions of the Provincial Branch 
the 


were 


oO 
5 


remarked that with the letter some 


raising funda- 


mental issue in connection with Constitution ol 


the Indian Medical 


formal resolution for the consideration of this Council 


Association sent. But no 


was sent by Dr. Sen Gupta. If he desired to move 
formally, he should have sent the resolution in time 
so that the opinion of all the branches could be 
obtained on them. In this view of the matter, the 
President thought that the letter could not be con- 
sidered under the head ‘Miscellaneous’ as desired by 
Dr. Sen Gupta. 


The Secretary placed a letter dated 8-9-38 from 


the Jt. Hony. Secretary, Bengal Provincial Branch 
non-publication of certain of their 
The President said that the 


Committee for 


regarding pro- 
ceedings in the Journal. 
matter was referred to the Journal 
consideration. 

Regarding certain enquiries from Dr. T. N. Ghosh 
and Dr. P. C. Roy in their letters dated 16-9-38 and 
12-9-38 respectively, the President directed the Secre- 
tary to supply the information. 
dated Dr. B. 
K. Ghosh of Barrackpore recommending that a stand- 


Regarding a letter 21-9-38 from 
ing committee be formed to look to the interest of 
the medical profession in connection with the bills 
the 


matter be postponed for 


before the Central Legislative Assembly, Presi- 
dent said that the 
sideration of the next meeting. 

Regarding a letter dated 
Sub-Divisional Distress 
helping them with medicines, the President requested 
Dr. Aghore Ghosh and Dr. A. K. Sen of B. C. P. W 


at the meeting and also Capt. 


con- 


29-9-38 from the 


Goalundo Committee for 


who were present 
N. N. Datta of the 
cines for these distressed areas and the Secretary was 


3engal Immunity to send medi- 


directed to send those which they had in stock. 
With a vote of thanks to the chair the meeting 


terminated. 


B. C. Roy, 


President. 


— 
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U. P. PROVINCIAL BRANCH 

Proceedings of a meeting of the Provincial Council 
of the I. M. A., U. P., Provincial Branch, held on 
22nd October, 1958, at 9 a.m. at Agra: 

Members present—Dr. Suraj Mal Sarin—Presi- 
dent. Drs. Bhupal Singh, Meerut; L. K. Ray, 
Meerut; K. P. Bagchi, Agra; 8. Halder, Muzaffar- 
nagar; S. B. Vyas, Meerut; H. N. Shivapuri, 
Jhansi; R. N. Bose, Meerut and G. P. Kapoor, Agra. 

1. Proceedings of the last Provincial Council 
meeting were put up and confirmed. 

2. The audited accounts for 1937-38 were put 
up and passed. 

3. Consideration of the names of various office- 
bearers and for 5 H. Q. members for recomimenda- 
tion to the Annual General Meeting for election foi 
the year 1938-39, under Rule 6 (as amended) 

Vice-Presidents:—Drs. Bhupal Singh (Meerut), 
Imtiaz Ahmad Khan (Saharanpur) and B. K. 
Mukerji Bareilly. 

Hony. Provincial Secretary:—Dr. R. N. Bose, 
Meerut. 

Hony. Provincial Jt. Secretaries :—(1) For Head- 
quarters—Dr. 8. B. Vyas, Meerut. (2) Dr. H. N. 
Shivapuri, Jhansi. 8. Dr. 8. C. Sen, Lucknow. 
Treasurer:—Dr. 8. N. Banerji, Meerut. 

Five Head-quarters (additional) members :— 

(1) Dr. Murari Lal, Meerut, (2) General D. P. 
Goil, Meerut, (3) Dr. K. P. Bagchi, Agra, (4) Dr. R. 
C. Mitter, Meerut. (5) Dr. R. C. Chaurasia, Meerut. 

All the above were unanimously recommended. 

4. Election of 4 members for Working Com- 
mittee for 1938-39 :— 

(1) Dr. S. Halder, Muzaffarnagar, (2) Dr. R. C. 
Mitter, Meerut, (3) Dr. R. C. Chaurasia, Meerut, 
(4) Major-General D. P. Goil, Meerut. 

5. Delegation by the Provincial Council of its 
powers to the Working Committee for carrying on of 
its work during 1938-39. 

Resolved that the Provincial Council delegates 
its powers to the Working Committee for carrying on 
of its work during 1938-39. 

6. Consideration of Resolutions (draft) for the 
Conference as recommended by the Working Com- 
mittee. 
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All resolutions as amended, except the following, 
were approved to be put before the Subjects Com- 


‘mittee :— 


1. No. 8 about Pot. Chlorate. 


7. Any other proposal :—(A) Refresher 


Course: 


(A) Resolved that— 


proposals of the Principal, Medica! 


are reasonable and should be 


(a) the 
School, Agra, 
accepted. 

by the Dean of thi 

University, 


(b) the proposals given 
Faculty of Medicine, 


require amendments as follows :— 


Lucknow 


(i) Fee for 3 months’ course in all subject- 
100/- and the 


subject for 


should not exceed Rs. 


fee one particular 
months should be Rs. 50/-. 


(ii) There should be two courses of 83 month: 
each in the year. 
take 


(iii) The number of private candidates 


for each term should be up to 5 


(iv) The selection of candidates should  b: 
according to priority of application. 
(B) Election of 3 representatives of the Provii 
cial Council on the Subjects Committee of the 5t! 
U. P. Medical Conference vide Rule 12(¢) of U. P 
Conference 
(1) Dr. G. P. Kapoor, Agra, (2) Dr. L. K. 
Meerut, (8) Capt. Hari Sinha, Muttra. 


Rules :— 


Ray 


With a vote of thanks to the Chair the meetin 


dispersed. 


R. N. S. M. Sarin, 


Hony. Provincial Jt. Secretary. 


Boss, Capt., 


President 


Proceedings of the Annual General Meeting U. P 
Provincial Branch, held on 23rd October, 1938, «a 
Agra at 10-30 a.m.: 

Members present—Dr. K. P. Bagchi, Agra, 1 
Chair; Drs. H. N. Shivapuri, Jhansi; K. N. Gairola 
Benares; L. K. Ray, Meerut; S. B. Vyas, Meerut 
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shupal Singh, Meerut; RK. N. Bose, Meerut; P. D 
K\atyar, Cawnpore; K. D. Vyas, Allahabad; G. N. 
Kapoor, Agra; Onkar Prasad, Meerut; Murari Lal, 
Agra; (Mrs.) M. W. Seth, Meerut; J. Barrow, Agra; 
T. R. Swarup, Agra and B. D. Wadhwa, Agra. 


1. Report of the Hony. Provincial Secretary for 


1937-38 was put up and adopted. 


2. Audited accounts for 1937-38 were put up 


und passed. 


3. Eleetion of Office-bearers for under 
tule 6 (as amended) :— 
The 


l’rovineial Council were confirmed: 


1938-39 


following names recommended by _ the 


Meerut ; 
B. K. 


Vice-Presidents:—Dr. Bhupal Singh, 
Dr. Imtiaz Ahmad Khan, Saharanpur; Dr. 
Mukerji, Bareilly. 


Provincial Secretary:—Dr. R. N. Bose, Meerut. 


Provincial Jt. Secretaries: —Dr. S. B. Vyas, 
Head-quarters; Dr. H. N. Shivapuri, Jhansi; Dr. §. 
C. Sen, Lucknow. 

Hony. Treasurer:—Dr. S. N. Banerji, Meerut. 

Five Head-quarters Members of the Provincial 
Council :— 

Dr. Murari Lal, Meerut; General D. P. 
Meerut; Drs. K. P. Bagchi, Agra; R. C. 
Meerut and R. C. Chaurasia, Meerut. 


Goil, 
Mitter, 


4. Letter from Dr. Vyas of Lucknow inviting 


the next Conference to Lucknow was read :— 


Resolved that the invitation of the Lucknow 
Medieal (Branch of I. M. A.) to hold 
the next session of the U. P. Medical Conference at 
Lucknow be accepted with thanks, and the Provincial 


Association 


Secretary be requested to intimate the same to 


the Lucknow Secretary. 


5. The Chairman then expressed the gratitude 
the rendered to the 
Association and the profession during the last 4 years. 
Ivy. Bose and Dr. Bhupal Singh also spoke. 


of the house for all services 


With a vote of thanks to the Chair the meeting 
dispersed. 
K. P. Baccm, 
Chairman. 


R. N. Boss, Capt., 
Hony. Jt. Secretary. 
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ANNUAL Report 1937-38. 


Headquarters—The Headquarters of the U. P. 
the I. M. A. 
Meerut with the following office-bearers who were 
the Meeting held at 
Benares on thie 1937 :— 


Provincial Branch of continued at 


elected at Annual General 
18th of October, 
President—Dr. 
Vice-Presidents—Drs. S. C. 


Sarju Prashad, Jhansi; and 8. Halder, Muzaffarnagar 


Abdus Samad, Cawnpore. 


Acharya, Deoria; 


Provincial Secretary—Dr. Bhupal Singh, Meerut. 

Provincial Jt. Secretaries—Drs. R. N. Bose, 
Meerut; H. N. Shivapuri, Jhansi; and Bhola Nath, 
Benares. 


oO 


Provincial Treasurer—Dr. 8S. N. Banerji, Meerut 


Branches and membership:—The vear unde 
review opened with 29 Branches with a membership 
of 562. 
the year—Roorkee, Ghaziabad and Firozabad—bring 
ing the number of Branches to 32 with a_ total 
While on the subject of establish- 
ing new Branches, I would like to take this oppor- 
tunity of conveying my thanks to Dr. S. B. Vyas 
and Dr. (Miss) Vidyavati Gupta of the Meerut Branel 
who were responsible for establishing the 
bad Branch and to Dr. S. N. Mukerji and his Deoria 
friends who tried to get Gorakhpur into the fold of 
the I. M. A. and have nearly succeeded. I believe 
Gorakhpur will be a Branch of the I. M. A. in the 

How the eastern dis- 
Jaunpur, Sultanpur, Partabgarh, Rae 
Bareilly, etc., could be brought into the fold of the 
1. M A. Our Benares friends had promised to help 
us, but IT am sorry to say we have not been success- 
ful yet. Basti is also holding out yet, and so are 
Farrukhabad. Sitapur and Fyzabad. It is 
al touch which is necessary to induce them to come 


Only 3 new Branches could be added during 


membership 598. 


Ghazia- 


near future. I wish some of 


tricts like 


person- 


in which has for various reasons not been possible. 


One of the Branches in spite of all efforts has 
dropped out—I mean the Budaun Branch. But 1 
have got hopeful news again from one of the old 
members that there is a possibility of the Branch 
being revived. 

Etawah Branch is also showing signs of drop- 


ping out after R. B. Dr. Pitamber Pant’s departure 


from the place, but we are trying to keep it in and 


hope to succeed. 
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The Provincial Council:—There was only one 
of the Provincial Council, viz., at Benares 
on 17th October 1937 during the Conference. The 
attendance No other could be 
called as past experience of Provincial 
very doubtful of secur- 


meeting 
was fair. meeting 
from our 
Council meetings, we were 
ing proper attendance. 
The Working Committee :—The following Work- 
ing Committee was elected at Benares on 17-10-38 :— 
Ex-Officio Members :—President:—Dr. Abdus 
Samad. / 
Vice-Presidents :—(1) Dr. S. C. 
Sarju Prashad, (3) Dr. 8. Halder. 
Hony. Provincial Secretary :—Dr. 
Hony. 
R. N Bose. 
Hony. Treasurer:—Dr. 5. N. Banerji. 
Elected members:—(1) Dr. R. C. 
Meerut; (2) Dr. R. C. Mitter, Meerut; (3) Dr. 
Bagchi, Agra; (4) Dr. S. B. Vyas, Meerut. 
There were 5 meetings of the Working Com- 
mittee on:—(1) 10th November, 1937; (2) 2nd June, 
1938; (3) 25th July, 1938; (4) 15th August, 1938; 
(5) 11th October, 1938. 
Financial Condition:—The budget was passed at 
the Working Committee meeting held on 10-11-37. 
In August a supplementary budget was put up 
and passed by the Working Committee. 
Our actual income expenditure 
follows in 1937-38 :— 


INCOME 


Acharya, (2) Dr. 
Bhupal Singh. 


Provincial Joint Secretary (H. Q.):—Dr. 


Chaurasia, 


ma ¥- 


and were as 


Balance consisting of :— 
Rs. A. 
167 11 


70 12 


from last year 


General Cash 


igre ti from Pesital Fund 
. P. Emergent Medical Relief 
“Unit Fund . . O 


250 O 


558 


. P. Organising ite Fund 


Total 

Received during the year :— 

Subscription from Branches . 548 

U. P. Emergent Medical Relief Unit Fund 230 
Printing charges of Conference Report 

from Benares Branch _... oe OO 

Bank Charges from Branches oes 


Total Rs. 1,388 11 1 
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EXPENDITURE 
Re. A. P. 
. 814 0 O 
. 137 8 9 
printing 
of Conference Report) . 171 0 
Bank Charges a, 
Miscellaneous (including ‘aida 
charges of Bank) pas .-. ws 
O31 


Establishment 
Postage ‘ 
Printing & Satins Gnainding 


. P. Organising Propaganda 


680 13 
with us consists of : 


100 O 


Total Rs. 
The Balance of Ks. 707-13-7 
Reserve Fund areas 
U. P. Emergent Medical 
Unit Fund 
U. P. Organising Propaganda Fund 
General Cash 


Relief 

300 0 

249 4 
58 9 


Total 707 13 


I would invit 
to Rule 1 
am sorry to say that in spite of reminde) 


While on the subject of accounts, 
the attention of the Branch Secretaries 
(B) (b), I 
and even telegrams there has been no response fro1 
some places. I would earnestly request the Branc 
Secretaries to be more prompt in paying up the Ce 
tral Fund contribution. The arrears at the end of th 
year come up to Rs. 103/8/- including the share « 
the Central Council, Rs. 25/4/- hav 
been realised since. 

Reserve Fund—The Working Committee at_ if 
meeting held in November, 1937 decided to start 
reserve fund with Rs. 100/-. It was decided to pi 
the amount in some Bank selected by the Hon, 
Provincial Treasurer. I understand the amount 
still in the Allahabad Bank with the General Fun: 
This year our balance in general cash is on! 
Rs. 58/9/1. An. effort will be made to add to tl 
fund at the budget meeting of the Working Con 
mittee as much as can be spared. I am sure it wi 
be agreed on all hands that the provision of a Reserv 
Fund is a very desirable one. 


out of which 


Organising Propaganda Fund—You may remen 
ber that the Central Council was pleased to give 
grant of Rs. 250/- to the U. P. Provincial Branc 
in 1936-37 for organisation and propaganda work 
The money remained unspent in 1936-37 and eve: 
now the major part of the money remains unspent— 
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only Rs. -/11/6 have been spent so far. The eastern 
districts of U. P. are still outside the fold 
I. M. A. The difficulty has been the 
suitable persons to carry on the propaganda, as it 
ineans so much sacrifice of time. We will be mak- 
ing a request to the Central Council to allow us to 


of the 
finding of 


retain the amount and we hope to utilise it in the 
coming year. 

U. P. Emergent Medical Relief Unit Fund—The 
lund was started with a personal donation of Rs. 50/- 
from Dr. K. 8. Ray, the Hony. General Secretary 
f the J. M. A. An appeal for funds and volunteers 
was made to the Branches, but the response has been 
poor indeed. We able to collect 
ts. 800/- and nobody has yet come forward to offer 
It is possible our 


have been only 


himself as a volunteer. appeal 
has not been in appealing terms and I shall make 
another earnest effort. The object is lovely as it will 
give the I. M. A. opportunity to do its bit in serious 
emergencies. I do not mean to imply that the 
I. M. A. has not been doing all that was possible on 
such occasions; for the last Cholera 


Epidemic many of our Branches did their utmost in 


instance, in 


collaboration with Government agencies in relieving 
human suffering. But what an emergent medical 
unit can accomplish is organised work on a Provin- 
cial basis. I do hope my appeal will not go in vain 
and the U. P. Emergent Medicai Relief Unit will 
soon be an accomplished fact. 

Action taken on Resolutions of the 4th U. P. 
Medical Conference :— 
of condolence 
the 


1. The first resolution was 


to the 


one 
and families of 


deceased. 
2. The second resolution was about licence re- 


was communicated 


quired for possession and sale of Potassium Chlorate 
by medical men and was duly communicated to the 
have not yet heard ofli- 
reminders, we _ under- 


Government. Though we 


cially about it in spite of 
stand that the order requiring a licence for possession 
and sale of Potassium Chlorate by medical men has 


been rescinded. 


3. The third resolution was about the reorgan- 
isation of medical relief in U. P. and the formation 
of a deputation to wait on the Hon’ble Minister of 
lTealth, U. P. The memorandum approved by the 
Conference was duly submitted to the Hon’ble Minis- 
ter of Health, U. P., and the deputation waited on 
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1938. 


most 


the Hon’ble Minister on the 12th February, 
The attitude of the Hon’ble Minister 


sympathetic and she promised 


was 
to appoint a Com- 
mittee to go into the details of the scheme and formu- 
She also promised to have 
representatives of the 1. M. A. on the 
A Committee has since been formed on which a re- 


late practical proposals. 
Committee. 


presentative of the I. M. A. has been taken, but the 


Committee has not begun its work yet. 


4. The fourth resolution was about Government 
No. 205 of March - 1937, re- 


garding reorganisation of the I. M. §. 


of India’s resolution 


A copy of the resolution was duly sent to the 
Hon’ble Minister of Health, but no 
reached us if any action has been 


information has 


taken on it vet. 
as a matter of fact we did not even get acknowledg- 
ment. <A copy of this resolution was also sent to the 
Hony. General Secretary of the I. M. A. 
quest that it may be put before the All-India Medical 
Conference at Madras and a 
lines was passed by the All-India Medical Conference. 

5. The fifth resolution the 
ment of the U. P. Medical Council Act. The reso- 
lution was communicated to the Hon’ble Minister 
of Health. I understand the U. P. Medical Council 
is considering the question of amendment of the U. P. 
Medical Council Act 
ment and it is hoped that definite proposals will be 
sent to the Government soon. 


with a re 


resolution on similar 


vas about amend- 


on a reference by the Govern- 


6. The sixth resolution concerns representation 
of medical men on Municipal and District Boards. 
Special attention of the Hon’ble Minister, Local Self- 
Government, U. P., was drawn to this resolution as 
the Municipal and District Board Acts were being con- 
sidered by the Government. We do not know if any 


action has been taken by the Government. 


7. The seventh resolution about the representa- 
tion on the Governing Body of State Medical Faculty, 
U. P., exposing the anomaly of Provincial Medical 
Services Association electing two Graduate private 
practitioners, was duly sent to the Hon’ble Minister, 
but we have heard nothing in reply. 


8. The eight resolution was about amendment 
to the Lunacy Act. It was sent to the MHony. 
General Secretary of the I. M. A. with a request 
that it may be ineluded in the resolutions to be 
moved at the All-India Medical Conference at 


—_— 





Pre 
Madras, but it did not pass through the Subjects 
Committee. 

9. The ninth resolution about medical certifi- 
cates was communicated to the Hon’ble Minister of 
Health, the Inspector-General of Civil Hospitals, 
U. P., and the members of the U. P. Medical 
Council. The Inspector-General of Civil Hospitals 
was prompt in replying to it, and simply quoted 
the rule as it stands. The members of the U. P. 
Medical Council, however, on the of Dr. 
Bose have passed an unanimous resolution recom- 
mending to the Government definite amendments in 
the fundamental rules to the effect that certificates 
from registered practitioners must be accepted by the 
Heads of Departments. I do hope the Govern- 
ment would accept the unanimous proposals of the 
U. P. Medical Council. 

10. The tenth resolution concerning minimum 
standard of medical education was sent to the 
Hon’ble Minister of Health, U. P., President, State 
Medical Faculty, U. P., and the Hony. General 
Secretary of I. M. A. I do not know if any action 
has been taken by the U. P. Government yet. The 
resolution was incorporated in the resolution of the 
All-India Medical Conference at Madras also. 


motion 


11. The eleventh resolution about amendment 
to the Indian Medical Council Act was sent to the 
Hony. General Secretary, I. M. A., to be included 
in the resolutions of the All-India Medical Confer- 
ence at Madras. It was incorporated in a resolution 
about medical education passed at Madras. 

12. The twelfth resolution about quackery 
was communicated to the Hon’ble Minister of 
Health, but as far as I know no action has been 
taken. 

13. The thirteenth resolution about Analytical 
Laboratories was communicated to the Hon’ble 
Minister of Health, U. P., but no action has, as 
far as I know, been taken yet. 

14. The fourteenth resolution 
ment of patent and proprietary medicines was com- 
municated to the Hon’ble Minister of Health, U. P., 
and, as far as I know, no action has been taken of 
it. This resolution was also included in the resolu- 
tion passed at the All-India Medical Conference. 


about advertise- 


The Working Committee in a meeting in June, 
1938, decided to approach the Government to grant 
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the U. P. Provincial Branch of I. M. A. recognitio: 
to serve as an advisory body to the U. P. Govern- 
ment to be consulted in all matters concerning tl 
medical profession, medical aid and public health 
I am glad to announce that the Government has bee: 
pleased to give recognition to the I. M. A., for which 
we cannot be too thankful to the Hon’ble Ministe: 
of Health. This means such a great responsibilit, 
on our Association, but I have no doubt our Associa 
tion will discharge these responsibilities in the bes 
interests of the public and the profession. 


In the end I cannot help but refer to the pe: 
sistent vilification of the I. M. A. carried on by th 
small band of Licentiates who staged a walk-out at 
Allahabad. No less then 4 pamphlets were broad- 
cast full of misrepresentations and designed to ex 
cite clase feelings. There was no choice left to u 
but to correct the mis-statements contained in thes: 
pamphlets and this kept us busy to the detriment 
of the real work before us—the organisation of the 
eastern portion of the Province into branches. ‘the 
atmosphere was so poisoned by the unscrupuleus 
mis-statements of facts that it was considered im- 
opportune to carry on the organising propaganda wit! 
any hope of success. The Provincial Secretary had 
to issue 8 long statements entailing sacrifice of 
valuable time and money and even then we were 
not able to approach the profession in U. P. as ex- 
tensively as our misguided opponents could. 


I am glad to say that the mischievous propa- 
ganda has fallen flat on the general body of Licen- 
tiates, not so much due to our counter-propaganda 
as to the strong commonsense of the Licentiates them- 


selves, which I cannot but admire. I am proud t 
say that we stand united on the common platform 
of the I. M. A. which knows no distinction of class. 
I do not think we have seen the end of this dis- 
ruptive propaganda and I would request my friend: 
to be on the alert against the activities of this group 
We have big problems concerning the _professicr: 
before us which we can solve to our best interest 
only if we stand united and look at them from thc 
point of view of the profession as a whole. 


Buupau SINGH, B.A., M.B. 


Hony. Provincial Secretary. 
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KARACHI MEDICAL ASSOCIATION 
REPORT FOR THE PERIOD ENDING 
30TH SEPTEMBER, 1938. 


1. The Committee have 
pleasure to place before you the XIV Annual Report 
together with the Audited Accounts of the Karachi 
Medical Association (Sind Provincial Branch of the 
Indian Medical Association) for the year ending 30th 
September 1938, for your consideration and adoption. 


Managing great 


2. Membership:—During the year under re- 
port 16 new members joined, 1 resigned, as against 
8 new members joining and 5 resigning during the 
previous year. The total number on the roll on 30th 
September, 1938, was 64 as against 48 on the 
30th September, 1937. It will be seen that the 
strength is on the increase. 


3. Meetings:—7 meetings of the General Body, 
13 Lecture meetings and 13 meetings of the Managing 
and several Sub-Committee 
The meetings were well attended and 


Committee, meetings 
were held. 


keen interest was taken by members. 


4. Lectures:—During the year it was decided 
to send for Medical Motion Pictures to be shown at 
the lectures. This procedure attracted large number 
of medical practitioners, both members and _ non- 
members, to attend lectures. At times the attend- 
ance was overcrowded. Owing to this, interest 
was roused and large number of members joined 
during the year and it is expected that the next year 
will still add more. The lectures are well advertised 
and all the members of the profession are always 
invited. The following 13 lectures were delivered :— 


Lectures :— 
1. Calcium Dr. N. V. 


The and Abuses of the 
Bolton, M.B., ch.p. 


Therapy, by Adalja. 


Uses Curette, by 


Focal Infection, by Dr. N. V. Adalja. 
Mistri, 


medical 


S. N. 
demonstration by 


Acute Appendicitis, by Dr. 
(Eng.) (with 
picture on Acute Appendicitis). 


F.R.C.8. 
motion 


5. Prostate Gland in Health and Disease, by 
Dr. Thomas Draper, M.R.c.p. (Lond.) (with demon- 
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Prostatectomy). 


6. Some Operations in Obstetric Practice, by 
Major G. Anderton, R.A.M.c. (with demonstration by 
medical motion picture on Csarian Section at full 


term for contracted plevis). 


7. Pyorrhea, What it is, its Ravages, Causes 
Cure, by Dr. U. H. Sadarangani, M.B., B.s. 


(with demonstration by medical motion picture on 


and 


Surgical Treatment of Pyorrhcea Alveolaris). 

8. Trachoma—its Complications and Treatment, 
by Dr. (Sir) Henry Holland, F.r.c.s. (Edin.) (with 
demonstration by medical motion picture on Prevent- 
ing Blindness and Saving Sight). 

9. Aural Discharge—its Causes and Treatment, 
by Dr. C. A. Amesur, m.s. (Lond.). 
by Dr; . P. 


demonstration by 


10. Prevention of Tuberculosis, 
Billimoria, p.p.H. (Lond.) (with 
medical motion picture on Tuberculosis and how it 
may be avoided). 


11. Diphtheria, by Dr. H. P. Billimoria, p.p.u. 


(Lond.) (with demonstration of Bayer’s Film on 


Diphtheria Serum). 


12. Blood Transfusion, by Dr. 8. N. Mistri, 
F.R.C.S. (Iing.) with demonstration by medical motion 
picture on Blood Transfusion—Laboratory and Opera- 
tive Technique). 


13. Urinary Stones, by Lt-Col. B. F. Eminson, 
I.M.8.) with demonstration by medical motion picture- 


on Litholopaxy). 


The most important feature of the lecture was, 
that a lecture was organised at Hyderabad where a 
Medical Motion Picture on Transfusion of Blood was 
5S. N. Mistri, r.r.c.s. (Eng.), deli- 
Blood The 
was attended by about 150 medical men and students. 
Dr. A. Said, President, Dr. R. A. Amesur, Honor- 
ary Secretary, Dr. (Mrs.) K. 
oe. F. F. 
lectures, accompanied Dr. 8. N. Mistri. The lecture 
success. At the lecture, Dr. R. A. 
the Medical the 
necessity of joining the Indian Medical Association 
and making Hyderabad Medical Union a Branch of it. 


shown and Dr. 


vered a lecture on Transfusion. lecture 


Tarabai, Organising 


Secretary, and Lalwani, Organiser for 


was a grand 


Amesur explained to Profession 
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A grand dinner was given by the Hyderabad Medical 
Union in honour of the guests from Karachi. Dr. R. 
A. Amesur in his post-dinner speech stressed the need 
Medical Association. Dr. 

Dr. Dayaram MHarumal, 


of joining the Indian 

Daryanomal Lalwani and 
President and Honorary Secretary of the Hyderabad 
Medical Union, promised to exert their best to bring 
the desired result. It is a great pleasure to find that 
the Hyderabad Medical Union has since decided to 
be 
Ist October 


a Branch of the Indian Medical Association from 
1938. 


We are very grateful to the lecturers and hope 
they will continue to do this unique service to the 
profession and also their example will be followed 
by others, who, it is hoped, will come forward to help 
the profession by delivering lectures in the interest 
of the profession. 


balance 
balance 


5. Finances:—The was 
1869-4-5, and 


During 


opening 
was 


Rs. the 
the 


received 


closing 
contribution of 
Rs. 105-8-0 the Indian 
Medical Association towards the quota of member- 
Sind Provincial 


year, 


2 
Rs. 217 -4-4. 


has been from 
ship fees, to our Branch as the 
Branch. 

6. Periodicals:—The following periodicals were 
report and were 
‘circulated amongst the members :— 


subscribed during the period under 


(1) Clinical Journal, (2) Post-Graduate Medical 
Journal, (3) Practitioner, (4) British Medical Journal, 
(5) Surgery, Gynecology and Obstetrics, (6) Archives 
of Ophthalmology, (7) Dental Cosmos, (8) Journal of 
Indian Medical Research, (10) Antiseptic, (11) Indian 
Medical Journal and (12) Indian Medical Gazette. 


We thank Dr. A. Said, and Dr. R. A. Amesur, 
for supplying Indian Medical Gazette and 


Medical Journal respectively, free for the use of the 


Indian 


Association. 


The Association in addition to the circulation of 
the above journals, maintains a Medical Library and 
the members take a good advantage of it. 


During the year the Association took up the ques- 
tion of representation of the Province on the Bombay 
Medical Council and pressed on the Government of 
Sind to nominate a member of the Karachi Medical 
Association which was the only Medical Association 

9 


— 
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in Sind representing the united medical profession on 
Bombay Medical Council, until a separate elected 
representation was given to the medical profession. 
Government oi 
Sind for having accepted the request of the Karachi 
Medical nominated one of 
members Dr. K. Tarabai on the Bombay Medical 


The Association is grateful to the 


Association, and its 
Council. 

The the Sind 
Government, invited Dr. R. A. Amesur, Honorary 


Re-organisation Committee of 
Secretary, Karachi Medical Association, to give evi- 
dence regarding re-organisation of the Medical Depart- 
A deputation of the Karachi Medical Asso- 
ciation Hon’ble Minister in 
charge of the medical portfolio, on the subject. The 
Government have accepted the suggestion and made 
the Advisory Committees of Civil Hospitals in Sind 
as statutory Committees, and have given representa- 


ment. 


also waited on the 


tion on the Committees to the medical 
As regards the Civil Hospital Nursing Association, 
the Government have accepted the suggestion of go- 
ing into the details of the working of the Karachi 
Civil Hospital Nursing Association, and have asked 
that body to re-organise the ‘same. Further, tl 
Government accepted our suggestion and re- 
served the whole of the northern wing from the Euro- 
pean Nursing Home of the upper floor of the Civi 
Hospital, for women and children and have appointed 
one Lady 8S. M. 8S. Officer, and a Honorary Lady 
The other under con 


profession. 


have 


Physician. suggestions are 
sideration and it is hoped that some tangible resul' 


will come out of our representation. 


8. On the appointment of Dr. Hemandas R 
Wadhwani, as the Minister of P. W. D., our Asso 
ciation submitted a Memorandum to His Excellence: 
the Governor of Sind, to give Medical Portfolio t 
the Minister who was a medical man, and His Ex 
cellency the Governor transferred the subject to Dr 
Hemandas. An ‘‘At Home’’ was given to Hon’bl: 
Dr. Hemandas on his appointment as a Minister i1 
Mahatma Gandhi Garden by the Karachi Medica’ 
Association, which was attended by about 500 guest 
and members. 

.9 During the year the Government invited 
the opinion of the Karachi Medical Association on tl 
proposed ‘‘Pharmacy Act,’’ and a Sub-Committee wa: 
appointed to go through it. On the recommendatio! 
of the sub-committee, several important suggestions 
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have been made to improve the Bill, so as to make 
it useful. 
our suggestions. 

10. The Association sincerely thank Dr. A. Said 
for his generous-heartedness in giving his premises 


It is hoped the Government will accept 


with lights free of cost for the use of the Association. 
But, for this our finances would not have been as they 
are shown. 

Li. 
tion of the work done by Dr. P. P. Lalwani, in organ- 


The Association places on record, apprecia- 


ising lectures; but for him the lectures would not have 
been so interesting. 


» 
uc. 


12. The Association thanks Dr. R. A. Amesur, 
Honorary Secretary, Dr. 8. N. Mistri, Honorary Joint 
Secretary, Dr. N. V. Adalja, Honorary Treasurer, 
and Dr. D. H. Jhalla, Honorary Auditor, for their 
work during the year. 


> 


2. A. AMESUR, 


Honorary Secretary. 


held 


office-bearers 


At the Annual General Meeting 
October, 1938, the 
elected :— 


President—Dr. A. Suid. 

Vice-President—Dr. H. P. Billimoria. 
Hony. Secretary—Dr. Rochiram A. Amesur. 
Hony. Jt. Secretary—Dr. C. P. Bhatt. 
Treasurer—Dr. 'T. K. Babur. 
Librarian—Dr. N. V. Adalja. 

Auditor—Dr. 8. D. 


18th 


were 


on 


following 


Anklesaria. 

Managing Committee—Drs. Thomas Draper, 3. 
N. Mistri, Mrs. K. Tarabai, P. P. Tara- 
chand J. Lalwani, G. T. Hingorani, Popatlal A. 
Bhoopatkar, M. L. A. 


Lalwani, 


BENARES BRANCH 


At its special meeting held on 15th October, 1938, 
the Benares Branch of the Indian Medical Association 
passed the following resolutions :— 


Resolved unanimously that no member of 


this Association shall examine any case for Life 
Insurance Companies whose scale of medical 


9 
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fees is below Rs. 8/- for Rs. 1000/- or any 


amount less than that. 


that 
pay 


Further resolved unanimously no 


shall 


ugents 


member of this Association any 


Life 


Insurance Companies for the cases they bring. 


brokerage or commission to the of 


MUZAFFARNAGAR MEDICAL ASSOCIATION 


At a meeting of the Muzaffarnagar Medical Asso- 
ciation held on 27th August, 1938, Dr. G. D’Silva of 
Jubbulpore was unanimously elected President of the 
Indian Medical Association for the ensuing vear. 

The following were unanimously elected as Vice- 
Presidents of the Indian Medical Association for the 
ensuing year :— 

Drs. G. 
Bombay and Col. T. 


P. T. Patel 
S. Shastry of Tinnevelly. 


R. Tandon of Agra, of 
D 


This Muzaffarnagar Branch of the Indian Medical 
Association is of opinion that the rates of fees paid 
the 
ation of proponents by their medical officers are not 


by various Insurance Companies for examin- 


commensurate with the time and labour spent in 


examining such cases and it considers it advisable in 
that the 


fees paid for such examination should be adequate. 


the interests of the Insurance Companies 


The present reduced medical fee of the Oriental 
Government Security Insurance Co. (that 
1000/-, Rs. 12/ 
of Rs. 2000/- to Rs. 4000/-, and Rs. 16 
of Rs. 5000/- and upwards) may be taken as minimum 
New 
India and other Insurance Companies are trying to 


still 


is to say 


Rs. 8/- for a case of Rs. for a case 


/- for a case 
fee that should be given to medical examiners. 


ve) 


reduce the fe lower. 


The action taken by the Faridpur Branch in this 
connection meets with our approval but it does not 
mention about the fees coneerning eases above 


Rs. 1000/-. 

This branch is of opinion that every branch of 
the I. M. A. should consider this matter and protest. 
We should present an united front so that Insurance 
Companies may not dare reducing the fee to an un- 
reasonable figure. 

S. HAauprr, L.M.s., 
Hony. Secretary. 
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JHANSIT MEDICAL ASSOCIATION 


This branch at its last meeting adopted the 
following resolution :— 


This branch agrees and wholeheartedly supports 
the resolution of the Faridpur and Rajbari branches 
regarding the scale of medical fees for Insurance 
cases and supports the action taken by the Honor- 
ary General Secretary. 

This branch further condemns the difference that 
is being created by the Insurance Companies in fees 
and the 


for similar cases between the graduates 


licentiates. 


ALLAHABAD MEDICAL ASSOCIATION 


The following resolutions were passed by the 
Allahabad Medical Association at the General Meeting 
held on 30-8-38 :— 

tesolved that the Allahabad Medical Association 
is of opinion that the rates of fees paid by various 
for the examination of 
ponents by their medical officers 


Insurance Companies pro- 


are not commen- 
surate with the time and labour spent in examining 
such cases and it considers it advisable in the interest 
of the Insurance Companies that the fees for such 
examination should be adequate. 

Further resolved that the President of the Indian 
Life Assurance Offices’ Association be written to on 
the basis of above and the Faridpur resolutions. 


MONGHYR MEDICAL ASSOCIATION 


Extract from the proceedings of the monthly 
5th 


meeting of the Association, held on 
1938. 

The statement of Dr. K. 5. Ray, the General 
Secretary of Indian Medical Association regarding the 


September, 


seule of fees by Insurance Companies was considered. 

The Monghyr branch of the Indian Medical Asso- 
different 
Companies in not coming to an amicable settlement 
with the Indian Medical Association regarding the 
scale of fees for Medical examination of Life Insurance 


ciation deplores the action of Insurance 


cases, and protests against the recommendation of the 
Indian Life Assurance Offices’ Association for further 


reduction of already existing low seale of fees in 
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the 
same association to arrive at an uniformity of scale 
of fees. 


pursuance of the resolution recently passed by 


Resolved unanimously that henceforth the mem- 
bers of the Monghyr Medical Association refuse to 
examine an Insurance case of Rs. 1000/- unless the 
minimum fees are fixed at Rs. 8/- in conformity 
with the grave responsibilities devolved on medical 
men. 

Further resolved that a copy of the above resolu- 
tion be sent to Dr. K. 8. Ray, the General Secretary 
of the Indian Medical Association and to the press 
and the members are also requested to reply to those 
companies who in pursuance of the above resolution 
Life Offices’ 
have adopted a lower scale of fees than Rs. 8/- per 
proposal of Rs. 1000/-. 


of the Indian Assurance Association 


DEORIA MEDICAL ASSOCIATION 


The Annual General Meeting of the 
tion was held on 16th October, 1938, at the residence 
of Dr. Jagat Singh, Deoria. The Vice-President 
Dr. 8. L. Vidyarthi was in the Chair. 


Associa- 


In addition to members some of the invited 
gentries also attended the meeting. After the Secre- 
tary read the Annual Report giving a detailed ac- 
count of the activities of the year the following were 
elected office-bearers for the year 1938-39: 

President—Dr. H. K. 
P.M.S. 


Rastogi, M.B., M.R.C 


T.D.D., etc. 


Vice-President—Dr. 8S. C. Acharya, L.M.F. 
Secretary—Dr. 8. N. Mukherji, M.8., B.s. 
Jt. Secretary—Dr. B. B. Srivastava, L.s.M.F. 
Treasurer—Dr. Jagat Singh, 1.M.p. 


They formed the Working Committee. Dr. 
Acharya and Dr. Rastogi were elected representatives 
for the Central and Provincial Councils of the I. M. A. 


respectively. 

They were also elected delegates to the V U. P. 
Medical Conference. 

Dr. Jagat Singh was ‘‘At Home’’ to all present 
after the meeting. 


S. N. Mukuerut, 
Hony. Secretary. 


— 204 — 
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MUTTRA BRANCH 


At its Annual General Meeting held on Oetober 
, 1938, the Muttra Medical Association, branch of 
the Indian Medical Association, elected the followin : 
ffice-bearers for the session 1938-39 :— 
President—Dr. R. B. Pathak. 
Vice-President—Dr. V. N. Chaturvedi. 
Secretary—Dr. P. B. Saxena. 
Jt. Secretary—Dr. G. P. Arora. 
Member for the Central Councii—Dr. $. VD. 
Suri 
Member for 
Sinha. 


12 


Provincial Council—Dr. Hari 


the 


SAHARANPUR BRANCH 

Proceedings of the Annual General Meeting 0! 
the Saharanpur District Branch of the Indian Medi- 
cal Association held on Monday, the 26th September, 
1938 : 

Members present:—Drs. K. L. Endlay (in the 
chair), Bahadurlal, J. A. Siddiqi, R. N. Bagley, M. 
N. Sen, J. N. Vaish, Maqsud Hussain Khan, M. A. 
Ansari, N. B. L. Mathur, D. P. Sharman, 8S. L. 
Gupta, Shujaatullah, Miss R. Rawat, I. A. Khan, 
B. S. Gupta and Dr. H. K. Dikshit (a non-member 
attended by special invitation). 

The annual report as approved by the Executive 
Committee was read and adopted. 

The statement of account for the year 1937-38 
us approved by the Executive Committee was put 
up and passed. 

At this stage Dr. M. N. Sen moved the following 
resolution :— 

**As Dr. H. C. 
privileges of the local branch due to some misunder- 
standing and negligence on the part of the  office- 
bearers, the Association takes a note of it and decides 
that he should be requested to continue his member- 


ship’’. 


Banerji has not been given full 


The office-bearers concerned explained that as 
Dr. Banerji was out of station for several months in 
the beginning of the year, he could not be approached 
and that on his return he neither sent his subscrip- 
tion nor informed the Secretary about his return, 
his name was left out of the members list for this 
year. 
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Sen 
Sen 


The resolution moved by Dr. not being 


staged a 


seconded fell through. Upon this Dr. 


walk-out from the meeting as a protest. 


The undermentioned office-bearers were elected 
for the year 1938-39 :— 

President—Dr. Bahadurlal. 

Vice-President—Dr. N. B. Iu. Mathur. 

General Secretary—Dr. Maqsud Hussain Klan. 

Jt. Secretary :—Dr. B. S. Gupta. 

Members of the Executive Committee—Drs. K. L. 
Endlay, I. A. Khan, 8. L. Gupta, R. N. Bagley, 
M. N. Sen. 

Representative to the 
Council—Dr. Ii. N. 


Provincial and or ntral 


Bagley. 


Dr. BR. N. 


outgoing office-bearers for the work they 


Bagley in a brief speech thanked the 


have done 
during the year. 

After the termination of the meeting the mein- 
bers were entertained to an ‘‘At Home’’ 


K. N. Enpuay, I. A. Kuan, 
President. Hony. Secretary. 


GONDA BRANCH 
47H ANNUAL MEETING 


The fourth the Indian 


Medical Association, Gonda Branch, Gonda, was held 


Annual Gathering of 


on October, 25, 1938 at 4 p.in. at the residence of 
Capt. K. Sen Roy, the Civil Surgeon, who was also 
“At Home About 2 
dozen medical men from all over the district and the 


” 


to the assembled guests. 
town attended and good deal of exchange of ideas 
took place, a very pleasant evening on the whole 
having been spent. Amongst those present were 
Capt. K. Sen Roy, 3.se., M.B., p.M.s., Capt. K. P. 
Sinha, M.B., B.s., p.M.s., Dr. S. B. Sinha, M.n,, B,s,, 
Dr. B. B. Ganguli, m.z., B.s., Dr. Miss V. Dube, m.n., 
B.S., Dr. J. P. Srivastava, m.n., B.s., Dr. M. M. Roy, 
M.B., Dr. Prem Sagar Jaini, u.s., B.s., Dr. B. W. 
Dr. Sadho Pande, L.M.P., 
Dr. Sangam Lal Kapoor, t.m.p., Dr. Raghubir Saran 
Mathur, u.u.p., Dr. Tara Chandra Agnihotri, L.M-p., 
Dr. Joti Sarup Tewari, t.m.p., Dr. Mahesh Chandra 
Verma, u.M.p., Dr. Mrs. Gupta, t.m.p., Dr. R. B. 


Singh. ut.m.p., Dr. Mohd. Aslam Omar, t.m.p., Dr. 8. 


Lyall, M.B., B.S., Saran 


— 20 — 
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S. Biswas, u.mM.p., Dr. Meet Singh, L.M.p., L.p.tL, 
Dr. Madan Gopal Tandon, t.s.m.F., and Dr. Mathura 
Persad, p.s.m.s. of Cawnpore. At the outset, Dr. 5. 
B. Sinha, the Honorary Secretary, proposed Capt. Sen 
Roy to preside over the Annual Meeting and Drs. 
Ganguli and Lyall having seconded and supported the 
proposal, Capt. Sen Roy took the chair amidst cheers. 
He then called upon the Secretary to read the Annual 
The Hony. Secretary mentioned the various 
xetivities of the Association dwelt upon 
the needs of the profession and in the end made a 
to join thie 
body 


Report. 
and then 
touching appeal to the medical men 
I. M. A. and make it a strong and powerful 
like the B. M. A. in Britain. The President then 
asked him to read the paper on ‘ Birth Control.’ This 
was listened to with rapt attention and on the invita- 
tion of the speaker, some discussion took place over 
the paper, Dr. Jaini opining that Spermobean tablets 
were highly disliked by women being irritating. 
Dr. S. B. Sinha further 
contraception, immunisation through injection 


advocated 


mentioned two modes of 
viZ., 
of semen and heating of scrotum as by 
Dr. Verma of Aligarh in an the Journal 
of the A. I. L. M. A. He, was of the 


opinion that apart from the general reaction which 


article in 
however, 


was pretty severe in the injection method, it was yet a 
doubtful method as it has been only tried in one case 
and the other, viz.; the heating of scrotum might 
prove to be permanently injurious to testicular forma- 
tion if the method was really any good for spermata- 
zoal inhibition. After this the elections were held for 
the offices of the President, Vice-President and the 
Honorary Secretary and 4 members of the Executive 
Committee when the last years office bearers were 
unanimously elected as also the last years Committee 
was retained intact though objection was taken to 
Capt. Sinha’s election as he was not a member of 
Captain Sinha however agreed to 
become a member after clarifying doubtful 


the Association. 
certain 
points which still lurked in his mind. 
Further discussion took place over the subscrip- 
tion paid by the Licentiate members as Dr. Meet 
Singh seemed to resent the class distinction perpe- 
tuated by fixing a lower annual subscription for the 
class. Both Capt. Sen Roy and Dr. 8S. B. Sinha took 
pains to point out that the subscription was fixed at 
the suggestion of the Licentiate members themselves 
because it was desired that everybody should be 
within the fold of the I. M. A. The Secretary agreed 
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tc have the rule amended however, so as to make 
the subscription personal and remarked that Dr. Meet 
welcome to pay the 


12/- thus doing 


Singh and others were quite 
higher annual subscription of Rs. 
away with the distinction. 

After this, the President made a few concluding 
remarks of a very practical nature calling 
medical men to enlist in the I. M. A. in large number; 


and as a result of his sweet persuasion aS many as 


upo! 


seven members enrolled themselves on the spot and 
more memberships were promised by th 
members. The Hony. Secretary proposing a vote oi 
thanks to the chair for the excellent treat said thai 
he hardly deserved the good works spoken about hin 
by the President and that in fact all the success of 
the Association at Gonda due to the 
interest taken by the worthy host of the evening. H« 
further thanked Drs. K. P. Sinha, B. B. Ganguli and 
M. G. Tandon for the excellent management and 
for the trouble they had taken in arranging everything 
The meeting the: 


a few 


was great 


at great personal inconvenience. 
dispersed with three cheers for Capt. Sen Roy. 
President—Dr. P. C. Mukherji. 
Vice-President—Capt. K. Sen Roy. 
Secretary—Dr. 8. B. 
Executive Committee—Dr. Miss V. Dube, M.B. 
B.s., Dr. M. M. Roy, m.s., Dr. Md. Aslam Omar 
L.M.p. and Capt. K. P. Sinha, M.B., B.S., P.M.S. 


Sinha. 


All were unanimously elected. 


AnnvuAL Report 


Mr. 


President, Ladies and Gentlemen, 


Before I read out the Annual Report, let me o 
behalf of the Association offer a most cordial weleom 
to you all. 


Fortunately for us this Annual Function ha 
gathered a charm all its own because on this day « 
all days in the year, we can look forward to meetin 
the brethren of our medical fraternity from all ove 
the district and the town and can dispassionatel 
ponder over the various problems which confront u 
and sometimes even seem to baffle us. It is thu 
an occasion for us to put our brains together in the 
humblest spirit of co-operation and try to evolve th 
formula which may combine in it the seeds of th 
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greatest good for the greatest number of our none-too- 
united brotherhood. 

Reverting now to our activities, we happened to 
be guided throughout the whole of the year by our 
venerable and revered President, Dr. P. C. Mukerji, 
whose valuable and sagacious advice inspite of the 
great infirmities of his age was a veritable boon to us 
and to the honoured host of this evening, Capt K. Sen 
Roy who acted as our Vice-President, we have to offer 
our respectful thanks for the great and fatherly 
interest that he always took in matters connected 
with our association. 

Meetings and Membership—Our membership 
during the year rose from 8 to 16 and continued the 
Of the meetings, we had 
wherein we 


same throughout the year. 
ten, one the special Annual Gathering 
nine others, four ordinary, 
During the 


held the elections and 


three extraordinary and two clinical. 
period April to September, we had fewer meetings as 


practically suspended 


our normal activities seemed 
in view of the great scourge of cholera and the un- 
precedented havoc of the floods—the greatest within 


living memory. The extraordinary meetings were 
(i) to mourn the loss of Sir J. C. Bose, (ii) to cele- 
brate the Medical Reorganisation Day and (iii) to 
celebrate the All-India Anti-Medieal Council Act Day. 
Of the clinical meetings, held at the 
President’s house to discuss an case of 
Functional Tachycardia, the case notes of which 
were prepared by Dr. S. B. Sinha and the other was 
held at Capt. K. P. Sinha’s house wherein two very 
interesting cases treated in the Sadar Hospital were 
discussed respectively by Capt. K. Sen Roy and 
Capt. K. P. Sinha, one being an operated case of 
Serotal Filariasis with Abdominal Ascites, the ascitic 
fluid leaking through the operated wound and _ the 
other case being that of Hyperpiesia. Ali the three 
cases were reported to the Journal of I, M. A. for 
publication though rather late for which I offer my 
apologies to the learned speakers. 


one was 


unusual 


Finances of our Association—Reverting to the 
financial condition of our association we find that the 
net annual income of our association till September 
30, 1988, from subscriptions was Rs. 116/- (a balance 
in this direction of Rs. 20/- being still due from 
members) and with the balance of Rs. 51-15-3 which 
we had in hand last year together with Rs. 8/- which 
we realised later, our total income comes to 
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Rs. 175/15/3. 
to Rs. 111/14/3, thus leaving in our hands a balance 
this year of Rs. 64/1/- and if we could realise the 
Rs. 20/- which are still due we could have as 


Of the expenditure, the total comes 


this 
year’s saving Rs. 84/1/-. The notable saving on the 

the 
paid for 4 
months thus saving Rs. 16/- and also in the matter 
the 


Rs. 8/4/- as hereinafter mentioned. 


expenditure side were in the salaries of part- 


time peon, Rs. 8/- only having been 
of the subscription of practitioner we saved 
Flood Relief 


instructions 


I have also shown the 


subscription on our Income side 


special 

under 
of our President, though this sum was specially ear- 
marked for the purpose and was sent to the President, 
Congress Committee, for 


necessary expenditure 


immediately it was received. The two urgent needs 
of the Association seem to be a typewriting machine 
and the provision of a suitable part-time 


and J 


provide for these, if possible, when considering the 


peon for 


the work of the Association hope you will 


budget for the next year. 


Journals and Socials—Of the journals, we conti- 
nued to subscribe the J. M. G. 
pondence we also managed to 


through corres- 
Practi- 
tioner of London for our Association at the special 
reduced rate of 30 shillings instead of 

The 


December to 


and 


procure the 


42. shillings 


through the courtesy of its editors. circulation 


was not very perfect from 


March when we had a 


except 


suitable man for part-time 
work of the Association but afterwards I had to get 
this work done through my own men and I realise 
not all that 


A further factor responsible for this, 


that the arrangement could be 
desired. 


ever, was the general apathy of the members, parti- 


was 
how- 


cularly the mofussil ones from whom it is difficult 
to get back the journals once they are sent without 
repeated reminders. Amongst the socials, we decided 
to have dinners along with the meetings and though 
we were lucky enough to have only two, one by our 
President and the other by Capt. Sinha, we realised 
the salient virtues of delicious and dainty dishes 
when blended harmoniously with the otherwise dull 
proceedings of an ordinary hum-drum meeting. I 
am looking forward to a bountiful multiplication of 
these (I hope to-day is a very auspicious beginning) 
and would, in this connection strongly recommend to 
my anxious friends (the would-be hosts) the very 


highly evolved and specialised carnivorous instincts 


—_— om 
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of our friend Capt. Sinha, the memory of whose 
lavish entertainments does not fail to elicit from our 
easily excitable salivary apparatus the most brilliant 
and widespread response even after the lapse of an 
year 


Other matters—Of the other matters, the ques- 
tion of the I. M. A. versus the P. M. 8. engaged our 
attention for a long time though all our efforts and 
those of our Provincial Secretary failed to convince 
Capt. K. P. Sinha about the desirability of joining 
the I. M. A. I., however, must acknowledge the 
has always 
extended to me, in all matters connected the 
Association even though preferring to remain outside 
The other matters were the 


great interest and sympathy which he 
with 
the Association. licen- 
tiate question, the formation of an anti-tuberculosis 
clinic and the scheme of medical reorganisation. 
Fortunately for us we had no schism in our ranks, 
the licentiates being practically half of the total 
number on our The scheme of medical 
reorganisation had our due attention and though I 


prepared a scheme which was also variously discussed 


rolls. 


we could not send any comprehensive scheme from 
our Association and did not thus have the satisfaction 
audible. Similarly, the 
scheme for clinic though in our 
minds could not be taken up in view of the various 
other things which cropped up from time to time. 
The two other serious matters which engaged our 
undivided attention as already mentioned were the 
great scourges of cholera and the devastating floods. 
For the last we subscribed Rs. 63/- and forwarded 
the sum to the President, District Congress Com- 
mittee, for being utilised in the best way possible and 
as for the first, all of our members did yeoman 
service having performed inoculations from door to 
door so much so that very nearly 8000 persons were 
inoculated in a total population of 16000 apart from 
the splendid work performed by our brethren in the 
department of Public Health and the various medical 
officers of our branch dispensaries. 


of having made ourselves 


anti-tuberculosis 


Well, gentlemen, this is about all that we have 
been able to do and while I am conscious of my 


shortcomings, I cannot help remarking that things 
would be brighter indeed if we preferred a life of 
co-operation to a life of solitary thinking, for there are 
very great problems awaiting ahead of us_ which 
would tax all our stamina and energy before they 
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could be successfully tackled. I would just mention 
a few of them such as the greater association of the 
independent medical men in the various government 
hospitals, the greater accessibility of the hospital to 
the really poor and a more rational distribution of 
work than that which obtains at present. 


Then, there is the problem of the various medical 
institutions whose administration should be rational- 
ised and widened out, such as those of the hospitals 
and dispensaries. Similarly, the child welfare and 
the maternity schemes and the problem of inspection 
of school children would gain in value if entrusted 
to the care of the independent medical men. One 
other problem which has struck me is the need of a 
special pharmaceutical and _ dispensing school 
wherein chemists and compounders could be ade- 
quately trained. These the problems 
which we have to successfully tackle inside our homes 
and of the problems outside and those that acutely 
pinch us there are many that demand our pointed 
attention, the most prominent one being the problem 
of the bread. Now those of you who are in service 
will bear me out that the present is an age 
thorny bushes have grown alongside what used to 
be once the quietest and incidentally the most 
coveted services due undoubtedly to the growing 
consciousness in the public mind that they are the 
masters and the work and 
labour. While this is an welcome change, the irony 
is, as you all know, that you have double masters to 
serve instead of the benign Ma Bap of the olden 
going to be even - hard 
Similarly, those of us 


are various 


when 


services are there to 


times I am sure you are 
pressed in the days to come. 
who are in practice, though so-called masters of our 
nomenclature of 
independent medical men feel, in our turn, that our 
future is none too bright from the keen competition 
we have to face and from the fillip which is being 
offered to the sponsors of various systems of medicine— 
the majority of whose exponents are yet untrained 
and unqualified men devoid of the sense of respon- 
sibility and lacking in the morality which our higher 
standard of education has set before us. 


Under the circumstances I appeal to 
gentlemen, to combine and to put our house in order 
first, because no problem howsoever acute can fail of 
solution if we approach it in the reasonable spirit of 


time, endowed with the dignified 


you, 


brotherly co-operation. Let us all combine and join 
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the I. M. A. and make it the final body for the 
medical men of India as the B. M. A. the 
Britons and let us bring all our problems—service 
and non-service, 


is for 


health and maternity, licentiates 


and 


Government together 


versus graduates Government versus non- 


and solve them successfully 
for the common benefit of us all and for the higher 


humanity which we all aspire to serve so nobly. 


Well, Gentlemen, I shall not now stand between 
you and the dainty dishes provided by our honoured 
host after which I shall call on you to hold the 
elections for the year 1938-39. I think you all for 
the patient hearing you have given me. 


S. B. Srv, M.B., B.S. 
Hony. Secretary. 
I. M. A., Gonda Branch, Gonda. 


PRESIDENT'S SPEECH 
Ladies and gentlemen, 


It gives me a great pleasure to preside at the 
Annual the 
Indian Medical Association this afternoon, aud to get 


and 


Gathering. of the Gonda Branch of 


once more the opportunity of welcoming 


meeting you all. 


We have just now heard the Secretary’s report 
about unother year’s progress made by our branch, 
und though it is gratitying to note that the numbe1 
of members has increased from eignt to sixteen, U.e., 
to doubie of what it was last year, 1 am not at ali 
satisfied with this increase. 1 must admit we are far 
from our desired goal yet. You probably remember 
my remarks of last year about the poor response made 
by the profession to many of the medical associa- 
tions. 1 repeat the same remarks this year 
By so doing, I do not in any way, mean to disappoint 
or discourage our keen and energetic Secretary in his 
efforts. In fact, this doubling of our strength is 
entirely due to his zeal in the cause of our associa- 
tion. Gentlemen, you probably know that there are 
altogether about forty medical practitioners in this 
district, and probably more, if the sugar factories 
also employ their own medical officers. When this 
district of ours 1s fortunate enough to have as many 
as forty medical practitioners, it is nothing but a 
misfortune that our association be so poorly represent- 


also. 
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ed. Need 1 remind you, gentlemen, that ‘‘united 
we stand and divided we fall ’’ and what we cannot 
achieve singly, we can accomplish in a body for the 
good of the profession in particular and the public 
with all the 


that 1 can command, appeal to you, gentlemen, to 


in general? 1 would, therefore, force 
enlist as members of the Indian Medical Association 
and impart to it the strength that it needs. Beyond 
these remarks, I have very little to add to the points 
raised by the secretary in his report. 

Before, 1 close 1 cannot help mentioning how 
delighted we would have been if our worthy president, 
Dr. P. C. Mukerji, had not been incapacitated by the 
infirmities of age to be present amongst us here to 
1 should also like to 
secret ary, 


join in this evening's function. 
take this opportunity of thanking our 
Dr. 5. 


tor the cause of the association. 


B. Sinha, tor his untirmg zeal and energy 


in the end, I wish the association all success, 
and thank you, gentlemen, tor the trouble ot haviug 
tuken long and not too comilortable journeys ai 
personal inconvenience to tuke part in the delibera- 
tions of our association, and the sequelae. 


K. Sen Roy. 


HOSHIARPUR BRANCH 


At a meeting of the Hoshiarpur branch of the 
held on 80th October, 


1938, the following resolutions were passed :— 


Indian Medical Association 


[udian 
the 


debarring 


The the 
Medical 


action of the Madras Government in 


Hoshiarpur Branch of 


Association hereby appreciates 


the medical men in service from doing active 
private practice and requests tlie Punjab Govern- 
ment to follow the example of the Madras Gov- 


ernment without further delay. 


The the 
Medical Association hereby protests against the 
the Offices 
Association in making reduction, to a ridiculous 
the 
suggests that in the interest of 


Hoshiarpur branch of Indian 


action of Indian Life Assurance 


medical and 
the 
themselves they should bring the rates of 


level, in insurance fees, 
companies 
such 


fees to the previous level at least. 


—_— 
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The following were elected as the office-bearers of 
the branch for the year 1938-39 :— 


President—Dr. Majhel Singh, M.B., B.s. 


Hony. Secretary and Treasurer—Dr. H. D. 
Verma, M.B., B.S. 


BARISAL MEDICAL UNION 


List of Office-bearers and members of the 
Executive Committee for the year 1938-39: 


President—Dr. Jatindranath Sen, u.m.s. (Re- 
elected). 


Vice-President—Dr. Harabilash Chatterjee, M.B., 
Capt., 1.M.s. (Retd.), (Re-elected). 


Hony. Secretary—Dr. Sudhir Chandra Roy, M.B. 
(Re-elected). 


Hony. Jt. Secretary—Dr. Sudhangsu Kumar Sen 
Gupta, L.M.F. (re-elected). 


Treasurer—Dr. Upendranath Chakravarty, M.B. 
(Re-elected). 


Committee members:—Drs. W. A. Browne, 
F.R.C.S.E., Civil Surgeon, Amalkrishna Ghose, M.B., 
B.sc., M. Ahmed, m.B., (re-elected), M. Samaddar, 
L.M.F. (re-elected), Jatindra Chandra De, u.M.F. and 
Radhaballavy Karmakar, Mm.B. 


8. C. Roy, 
Hony. Secretary. 


BOMBAY BRANCH 


A joint meeting of the medical Associations 
Bombay North and the Indian Medical Association, 
Bombay Branch, was held on Sunday, 9th October, 
1938, and resolved to name the amalgamated Asso- 
- ciations ‘‘ The Bombay Medical Association (Indian 
Medical Association, Bombay Branch),’’ and after 
having passed the rules and regulations of the new 
Association, so formed elected the following office- 
bearers for the year 1938-39. 


President—Dr. M. C. Bilpodiwala, m.B., B.s. 
Vice-Presidents—Dr. P. T. Patel, M.p., M.R.C.P. 


and Dr. S. N. Kanti, L.c.P.s. 
Hony. Treasurer—Dr. Chamanlal M. Mehta, 


M.B.B.S., F.R.F.P.S. (Glasg.). 
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Jt. Hony. Secretaries—Dr. Shridhar V. Oak, 
M.B., B.S., Dr. G. V. Dravid, M.B., B.s., Dr. R. A. 
Desai, M.B,, B.S., M.R.C.P. (Lond.). 

Members of the Managing Committee :—Drs. 
K. H. Dadachanji, m.B., B.s., B. B. Yodh, M.R.c.r., 
M.R.C.S8., U. A. Rao, u.c.p.s., A. D. Mastakar, L.c.p.s., 
V. C. Patankar, t.c.p.s., U. B. Narayanrao, L.c.p.s., 
B. B. Vaidya, m.B., B.s., D. G. Tondulkar, M.B.B.s., 
and J. V. Vora, L.M.s. 

Nearly forty members attended the meeting. 
With a vote of thanks to the Chairman Dr. Jivraj \. 
Mehta, the meeting terminated. 

SHRIDHAR V. Oak, 
Jt. Hon. Secretary. 


MADRAS BRANCH 


Minutes of the Annual General Body Meetiny 
of the Madras Branch held on 10th October, 1938. 


1. Dr. R. 
preside. 


Ramanjulu Naidu was elected to 


2. The Annual Report and Financial stateme:! 
for 29-4-37 to 30-9-38 were read and adopted unani- 
mously. 

3. The following office-bearers were elected for 
the year 1938-39 : 

President—Dr. V. D. Nimbkar, F.R.c.s. (8). 

Vice-President—Dr. D. V. 
K. G. Pandalai, F.R.c.S., I.M.8., 


Venkappa, Lt.-Col. 


Secretaries—Dr. M. Sanjiva Rao, M.B.B.s. and 
Dr. K. B. Bhujanga Rao. 

Treasurer—Dr. K. lL. Narayana Rau, M.B.B.°. 

Committee Members—Drs. U. Krishna Rau, 
M.B.B.S, V. Rama Kamath, P. Krishnaswamy, U. )D. 
Gopal Rau, M. R. Bail, m.B.B.s., U. Rama Ran, 
P. S. Varadachary, M.B.B.s., R. Ramanjulu Naid, 
C. P. Viswanatha Menon, m.s., F.R.c.s., A. Viswa- 
nathan and P. S. Kuppuswamy, M.B.B.8. 


4. Election to Central Council of I. M. A. 


Dr. A. Viswanathan of Madras and Dr. Govinia 
Nair of Vizag were unanimously elected to represe:t 
the Madras Branch in the Central Council. 


M. Sanutva Rao, 
Hony. Secretary. 
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TINNEVELLY DISTRICT MEDICAL 
ASSOCIATION 


The monthly meeting of the Tinnevelly District 
Medical Association was held at S. A. V. High 
School, Tuticorin, on Saturday, the 29th of October 
1938. Members numbering 27, including two women 
doctors, were present at the meeting. 15 members 
of the Tuticorin Medical Union were also present. 

After tea party and sweet music the meeting 
began under the presidentship of Dr. P. Janardhana 
Rao, L.M. & 8., 

The Secretary and Treasurer read out the minutes 
of the monthly meeting of the Association held on 
the 24th September, 1938, which were passed. 


The Tinnevelly District Medical Association 
supported fully the following resolution passed by 
the Rural Medical Practitioners’ Association at their 
meeting held on 28rd instant: 

In giving a negative reply to the items 1, 2 and 
8 mentioned in the Circular, dated 7th October, 1938, 
we beg to submit that the existing difficulties under 
which the R. M. P.’s are labouring are not unknown 
and to be forced to work under the new scheme con- 
templated in the Circular under communication will 
only augment our financial and social difficulties and 
entail serious hardship and jeopardise our position 
and interest in every respect. It is therefore our 
humble and fervent request that we may be allowed 
to work under the G. O. governing us at present. 

Dr. D. Kirubaimani, read out the following cases 
which were operated and treated at the Government 
Hospital. Tuticorm :— 

1. Two cases of diphtheria in extremis treated 
and cured by tracheotomy and serum injections. 

2. A case of adenomatous goitre operated in the 
hospital. 
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8. A case of 
otorrhea. 


meningitis due to chronic 

Dr. G. Manuel, u.m.p., of Tuticorin delivered an 
interesting lecture on excerpts from general practi- 
tioner’s memoranda. 

Thereafter Dr. P. Janardhana Rao, L.m. & s., sum- 
med up the salient and important features of all the 
eases and their differential diagnosis in detail. He 
thanked Dr. G. Manuel, u.m.p., for his interesting 
address and also thanked the authorities for 
lending the school premises at the disposal of the 
Association for holding the meeting. 


school 


Thereafter an excellent dinner party brought the 
happy gathering to a close at 10-30 p.m. 


HEALTH EXnHIBITION 


Under the auspices of the Tinnevelly District 
Medical Association in connection with the monthly 
meeting, a Health Exhibition was arranged at the 
S. A. V. High School, Tuticorin on the 29th October, 
1938 at 10 a.m. 


Dr. P. Janardhana Rao, u.m. & s., weleomed the 
guests and requested Sri Duraiswamy Nadar, M.L.a., 


to open the Exhibition. 


Sri Venkateswara Ayyar, Chief Sanitary Ins- 
pector, Tuticorin, delivered an interesting lecture in 
Tamil regarding sanitation, cholera, tuberculosis, ete., 
for the benefit of about 300 boys and girls. 


The 


exhibits 


Exhibition was kept open till 12 noon. 


The 


small-pox, flies, mosquitoes and cholera, ete. 


tuberculosis, 
The 
exhibits of the Tuticorin Municipality were also ex- 


hibited. 


consisted of posters on 


K. Rama Ayyar, 
Secretary and Treasurer. 





MEDICAL NOTES AND NEWS 


IDENTICAL CANCERS IN IDENTICAL TWINS 


An interesting addition to the records of cancer 
in identical twins is reported from the Mayo Clinic 
by Philips. One twin had a carcinoma in the right 
breast in 1927 and another carcinoma in the left 
breast eight months later. The other twin had a 
lump in the right breast for which a simple mastecto- 
my was performed; in 1932 there was a recurrent 
carcinoma on the right side and another carcinoma 
was present in the left breast. Radical operations 
were performed on both twins, who are now well 
and apparently free from cancer of the breast. In 
1937, however, the first-mentioned twin developed bi- 
lateral papillary adenocarcinomata of the ovaries. Will 
ovarian cancers develop in the other twin? The 
immediate problem for the surgeon is to decide what 
should be done to safeguard the second twin. Philips 
suggests prophylactic oophorectomy or deep X-ray 
treatment, but does not feel justified in advising 
hysterectomy. Usually, if a cancer develops in one 
of a pair of identical twins, the other twin has a 
cancer of the same type in the corresponding organ, 
either at the same time or soon afterwards, but 
Philips quotes a case of Kaplan’s in which carcinoma 
of the breast had not been reproduced in an identical 
twin after six years. In the future drastic preventive 
measures may be advised without hesitation; the 
accumulation of carefully observed instances will 
supply the guide. (B. M. J.). 


RESTRICTIONS ON SULPHANILAMIDE 


The Food and Drug Administration of the United 
States of America has issued a warning about 
sulphanilamide and its derivatives. The official no- 
tice declares it to be the consensus of medical opinion 
that this group of drugs is valuable when the .dosage 
is adjusted to the requirement of the individual 
patient but dangerous when used under other condi- 
tions. The notice adds that preparations are being 
made to enforce in respect of sulphanilamide that 
section of the new food and drug law which declares 
that drugs are misbranded when distributed under 
labelling which may result in their general use by 


the public. The effect of this notice will be to pro- 
hibit the retail sale of the substance except oi a 
physician's prescription. American practice will t!ius 
be brought into line with that in this country whire, 
after January Ist, 1939, if the Home Secretary con- 


_firms his draft order, under the Pharmacy and Poisons 


Act, 1983, adding it to the Fourth Schedule, sulphanil- 
amnide can only be supplied on the written prescription 
of a medical practitioner, dentist, or veterinary 
surgeon. (Lancet). 


LEAGUE OF NATIONS AND OPIUM 
PRODUCTION 


The report made to the Council of the League of 
Nations by the Advisory Committee on Opium, cin- 
bodying principles which are to be the basis of a iew 
convention for limiting the production of opium, is 
now under consideration by the governments con- 
cerned. It is claimed that ‘‘ a new and important 
stage for the suppression of the abuse of narcotic drugs 
has been entered upon.’’ Governments have been re- 
quested to forward their remarks to the secretariat as 
soon as possible, and not later than January 3\st, 
1939. In the survey of basic principles for the new 
convention ‘‘it has come to be realised that only by 
striking at the root—that is to say, by limiting the 
cultivation of the poppy for the production of opiuii— 
can clandestine manufacture be stopped and the il'icit 
traffic effectively and finally countered.’’ Moreover, 
it is held that the effective limitation and contro! of 
production would remove the difficulties which lave 
stood in the way of ‘‘ the gradual and effective sup- 
pression of opium-smoking ’’ as prescribed by the 
Hague Convention of 1912. 


A definite quantitative limit is to be fixed for the 
amount of raw opium to be produced each year. ‘The 
recognised world requirements of opium are to be ior 
(a) medical and scientific needs, (b) the manufac‘ ure 
of prepared opium, until opium-smoking has been 
finally suppressed, and (c) other non-medical inte: nal 
consumption at present authorised in certain coun- 
tries. This last-named requirement is presumably in- 
tended to meet the case of opium-eating in India, tlie 
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provision for which has always been a contention on 


the part of the Indian Government. 


The methods of achieving limitation are set out 
categorically. There are to be annual estimates by 
governments of their needs for the purposes above 
stated in regard to production or import of raw opium 
and the area to be cultivated in producing countries. 
These estimates are to be examined by ‘“‘ the con- 
trolling authority ’’ which will allocate to each country 
the amount to be produced, exported or imported, as 
the case may be, preferably on what is termed a 
quota system; stocks in producing and consuming 
countries are to be fixed and regulated. The constitu- 
tion and powers of the international controlling autho- 
rity are to be defined in the convention, which may be 
similar to those of the supervisory body created under 
the limitation Convention of Narcotic Drugs of 1931. 
National control will also have to be provided for, and 
while the creation in producing countries of State 
monopolies was advocated this question will require 
further consideration and finally be decided by the 
Conference. In consuming countries the method of 
national control is to follow the provisions of the 
Geneva Convention of 1925. 


9 


It was pointed out that ‘‘ the future convention 
could not operate successfully unless it received a 
practically world-wide application,’’ and there were 
from the representatives of 
certain countries that adhesion to the convention 
would be impossible unless it was ratified ‘‘ by all 
(Lancet). 


not lacking warnings 


the principal producing countries.”’ 


THE CONTROL OF SMALL-POX 


The Minister of Health of London has issued a 
memorandum on small-pox in which he draws the 
attention of local authorities to the possibility of 
preventing or limiting the spread of the disease by 
prompt and vigorous action. 

The following procedure has been laid down by 
the Minister of Health: 1. The Health Officer should 
visit the patient with the physician in attendance. 
If small-pox is found the patient should at once be 
removed to the small-pox hospital. 2. The health 
officer should forthwith report to the ministry. 
3. Vaccination or revaccination should be offered to 
exposed persons, and it should be kept in mind that 
the incubation period is to be taken as twelve days, 
or fourteen days to the characteristic focal rash; that 
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if this period is divided into three intervals of seven, 
three and four days, successful vaccination in the first 
will prevent the attack, in the second will modify the 
eruption and in the third will have no influence; that 
the pertinent date is, however, not when vaccination 
is performed but when the reaction begins; that if 
the reaction, which should be manifest on the third 
or fourth day, is delayed by any cause, the rise of 
immunity is deferred, and that prevention can there- 
fore be secured only by vaccination within a day or 
two of exposure. 4. Exposed persons should be kept 
under observation for after the 
necessary or 
The 


the public 


sixteen days last 
exposure to infection, but it is seldom 
their 


desirable to isolate them in homes. 5. 


Health Officer should at 
vaccinators so as to 


once inform 
vaccination of 
persons willing to be The 
house, its contents and the clothing of all who have 
with the patient should be 
disinfected. 7. All persons with doubtful attacks 
should be at once by the Health Officer, 
and to this end physicians in the district should be 
notified of the presence of smallpox. 8. The Health: 
Officer should notify the health officers of adjoining 
areas. 9. To ascertain the source of infection, care- 
ful inquiry should be made concerning the movements 
of the patient in the three weeks preceding the 
attack, particularly on the twelfth and fourteenth 
(J. A. M. A.). 


secure prompt 


protected, 6. infected 
been in close contact 


seen 


days prior to the onset. 


THE DECREASE IN MEDICAL STUDENTS 


IN JAPAN 


The number of candidates for medical schools 
There were only 1,241 
Of these 


they 


this year suddenly decreased. 
candidates for thirteen medical colleges. 
colleges, eight had far fewer candidates than 
had expected. This may have been due in part to 
the fact that all the colleges give their examinations 
on the same day, but the deepest cause must be 
the unpopularity of medical practice at 
Medicine in this country has long been 

favoured profession, at which practitioners succeeded 
in accumulating wealth. Many bright students 
applied to the medical colleges. Great physicians did 
much to raise the level of medicine in this country 
to that in other countries in a short period. People 
in general began recently to have a different idea of 
They now insist that it ought not to be a 


present. 
the most 


medicine. 
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free profession and that medical practice should be 
strictly controlled by the government. This national 
health insurance, the income of physicians decreased 
and people gradually began to prefer a hospital 
physician to an independent practitioner. There are 
in the health office reports, 57,581 physicians, of 
whom 51,597 are practitioners. Less than half of the 
practitioners are independent, and the rest are 
employed in hospitals on a salary basis. As future 
physicians will be merely salaried men, graduates of 
high schools prefer other more promising professions. 
A conference of the presidents of all government 
universities was held to talk over this matter, and 
they agreed to propose to the education office measures 
to meet the situation (J. A. M. A.). 


SIR DAVID WILKIE 


We are sorry to announce the death of Sir David 
Wilkie, Professor of Surgery of the Edinburgh 
University. Among other bequests to medical objects, 
Sir David Wilkie has left £10,000 to Edinburgh 
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University for the encouragement of surgical research. 
The money is to be invested and the income devoted 
to the maintenance of scholarships tenable for one 
or two years in the department of surgical research, 


OFFICIAL RECOGNITION TO I. M. A., 
U. P. PROVINCIAL BRANCH 


The following is a copy of G. O. No. 8478, dated, 
Lucknow, October 19, 1938 from Secretary to 
Government, Medical Department, U. P., to the 
Inspector-General of Civil Hospitals, U. P., according 
to official recognition to I. M. A., U. P. Provincial 
Branch. 

“With reference to your letter No. 12876, dated 
October 17, 1938, I am directed to convey the sance- 
tion of the Provincial Government to the recognition 
of the Provincial Branch of the Indian Medical A¢so- 
ciation as a body, to be consulted on all important 
matters relating to and affecting the medical pro- 
fession, including the public health.’ 





